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Safe at Home West Virginia

. Overview

Wed Virginia was awarded our approval to proceed with our Demonstration Project
Safe at Home West Virginian October 14, 2014Safe at Home West Virginia is high fidelity
wraparound aimed a12-17-year2 f RuR@ntly in congregate care settings in W¥tginia
or out-of-state and those at risk of entering a congregate care setting. West Virginia also
plans to universalize the use of the WV CANS across child serving systems.

Recognizing theway we have traditionaly practiced may not always resultin the best
possible outcomes for ourchildren and families, we are now engagingin a pocessthat
creates a new prspedive. In partnership withyouth and families, wewill collaborate with
both public and private stakeholders, includingservice providers, school prsonrel, behavioral
hedth services, prdiation, and the judcial systemto demonstrate that children currently in
congregate care can be saely and successfuly served within their communities. By providing
afull continuum of supports to sengthen ourfamilies andfortifying our community-based
services, we can demonstrate that youth currently in cangregate care can achievethe same or
higher indicators for safety and well-being while remainingin their home communtties.

Safe at Home Westiginia2 NI LJ- NP dzy R ¢gAff KStLI AYLNRZS AR
FYR FlFLYAfe@&Qa aiNBy3IldKa FYyR ySSRaT NBRdzOS (KS
congregate care; reduce the reliance on-@fistate residential care; improve the functioning
of youth and families, including educational attainment goals for older youth; improve
timelines for family reunification; and reduce-eatry into outof-nome care. The benefits of a
wraparound approach to children and families include:

1 One child and fany team across all service environments;
CKS FrYAf@Qa oNI LI NRPdzyR L Yy dzyAFASa NBaAa
1 Wraparound helps families build lofigrm connections and supports in their
communities;
1 Provides concurrent community work while youth igésidential care for a smooth
transition;
f Reduces the occurrence agdS 31 G A @S AYLI OG0 2F GNI dzyl GAO
Access to mobile crisis support, 24 hours per day, seven days per week; and
1 Cirisis stabilization without the need for the youthdnter/re-enter residential care.
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Safe at Home West Virginia

As we begin to redirect funds from congregate care using a universal assessment and
thresholds; changing our culture of relying on bricks and mortar approaches to treatment; and
implementing wraparound to prevent, reducand support owof-home care, we will free up
funding to redirect into building our commun#yased interventions and supports. We will
use the assessed target treatment needs from W& CANS to guide our decision about the
best evidencanformed treatrrent for the targeted needs at the community level and begin to
develop a full array of proven interventions to meet the individual needs of children and
families in their communities. This approach and model will lead to our children getting what
they nedal, when they need it, and where they need it. It will also enhance our service delivery
model to meet the needs and build on the strengths of the families of the children.

There are no significant changes in the design of our interventions to date.
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Safe at Home West Virginia

Theory of Change
We implement CANS and NWI
So That
We have clear uretstanding of family strengths ameeds
And
A framework/process to address those strengths and needs
So that
Familieswill receive the appropriate array of services and supp
And
Are more engaged and motivated to care for themselves
So that
Families become stabilized and/or have improved functioning
So that

Families have the knowledge and skills to identify and access community services and supports
and can advocate foheir needs

So that
Children are safely maintained in their home and/or community
And

Families are safe, healthy, supported by commurstyd are successful
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Safe at Home West Virginia

Safe at Home Wst Virginia Theory of Change

Families have the knowledge
Familes become stabilized skills to identify and
We implement CANS and NWI and/or have improved C ommunity services
functioning suports and can advocate
for their needs

Families are more engaged Children are safely maintained
and motivated to care for in their home and/or
themselves community

We have clear understanding
of family strengths and needs

A framework/process to Families receive the Families are safe, healthy, and
address those strengths and appropriate arrray of services supported by community ,and
needs and supports are ¢ ssful
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Safe at Home West Virginia

Safe at dme West Virginid.ogic Model

Intermediate/

Outcome Short-term System
Interventions Outputs Linkages Outcomes Qutcomes
9 Youth 12-17 in | 1 CAPS/CANS 9 Number of 9 Compre- 9 More youth 9 Fewer youth
open cases assessments youth!? hensive leaving enter
1 Flexible to determine assessed with assessments congregate congregate
funding under need for CAPS/CANS lead to service care care
Title IV-E wraparound 9 Number of plans better 9 Fewer youth in | 1 The average
waiver services youth and aligned to the out-of-state time in
1 CAPS/CANS 1 Intensive Care families needs of the placements on congregate
tools Coordination engaged in youth and any given day decreases
1 Caseworkers model of wraparound their families 1 More youth 9 More youth
trained in wraparound services while | { Delivery of return from remain in their
wraparound services youth remains services out-of-state home
service 9 Next Steps at home tailored to the placements communities
provision model of 9 Number of individual 9 Fewer youth
1 Multi- wraparound youth needs of the enter foster
disciplinary services engaged in youth and care for the
team wraparound families first time
9 Courts services while results in 9 Fewer youth
{l Coordinating in non- stronger re-enter foster
agencies congregate famllles.and care after
1 Service care out-of- youth with discharge
providing home fewer 1 Fewer youth
agencies placement intensive experience a
91 Number of needs recurrence of
youth maltreatment
engaged in 1 Fewer youth
wraparound experience
services while physical or
in congregate mental/
care behavioral
issues
1 More youth
maintain or
increase their
academic
performance
L All references to youth in the logic model refer to youth in open cases whoedweebn 12 and 17.
7
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Safe at Home West Virginia

II. Demonstration Status, Activities, and Accomplishments

Implementation of Safe at Home West Virgioféicially launchedn October 1, 2015
in the 11 counties of Berkley, Boone, Cabell, Jeffer&amawha, Lincoln, Logan, Mason,
Morgan, Putnam, and Wayneith the first 21 youth beingeferred for Wraparound
Facilitation. West Virginia also began the process of universalizing the CANS across child
serving systems.

OnAugust 1, 2016\Vest Virgine began Phase 2 of implementation by expanding to
the 24 counties of Barbour, Brooke, Grant, Greenbrier, Hampshire, Hancock, Hardy, Harrison,
Lewis, Marion, Mineral, Mercer, Monongalia, Monroe, Nicholas, Ohio, Pendleton,
Pocahontas, Preston, Randolph, Suensy Taylor, Tucker, and Upshurhis phase of
implementation brought in counties fromach of the 4 BCF regions.

On April 1, 2@7, West Virginia began Phase 3 of implementation by expanding to the
remaining 20 counties of; Braxton, Clay, Jackson, &dritchie, Doddridge, Pleasants, Wood,
Marshall, Tyler, Wetzel, Calhoun, Gilmer, Wirt, Fayette, Raleigh, McDowell, Wyoming, Mingo,
and Webster. This phase brought the entire state into full implementation.

As ofSeptember 30, 2017,,172youth have eenenrolled inSafe at Home West
Virginia. West Virginia has return&8youth from outof-state residential pleement back
to West Virginial71Youth have stepped down from-state residential facement to their
communities, andl5 youth have returnechome from an emergency shelter placement.
West Virginia hadeen able tgprevent the residential placement Ggfl3at risk youth

The breakdown of placement type at time of enrollment is as follows:

1 83were or are in outof-state residential placemersdt time of enroliment
with 58 returning to WV

1 264were or are in irstate residential placemersdt time of enroliment with
171 returning to community

1 789were or are prevention cases time of enrollment with only 76 entering
residential placement

1 36were or are in an emergency shelter placemantime of enrollment with
15 returning to their community
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Safe at Home WV Enrollment
(Cumulative Count)
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Safe at Home WV Enrollment

(Cumulative Count)
366
324

266
210

180

Safe at Home Participants
by Outcome
(as of 9-30-16)
160
125
84
_ 59
Prevented from Entering 4%2
Residential Care 37
31
31
23
8
33
24
21
. ig
Return to Community from Out j:I_.:‘_S
of State Residential 16
iq
11
n g
54
61
46
. 2g
Return to Community from In- 2253
State Residential ig
14
11
I -
2
2
2
Return to Community from
Shelter Placement

SemiAnnual Progress RepdirtOctober 31, 2017



Safe at Home West Virginia

Number Enrolled in Safe at Home WV
(Cumulative Count)
As of March 31, 2017
662
618
572
520
426 450
Oct-16 Nov-16 Dec-16 lan-17 Feb-17 Mar-17

Number of Safe at Home WV Participants
by Outcome
(Cumulative Count)
As of March 31, 2017
171
189
Prevented from Entering 365
Residential Care 275
300
335
33
Return to Community 33 mOc-16
from Out of State gg
Residential 41 W Nov-16
41 B Dec-16
66 W lan-17
73
Return to Community 77 Feb-17
from In State Residential 93
108 Mar-17
114
2
3
Return to Community 4
from Shelter Placement 7
7
7
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Safe at Home West Virginia

As part of our ongoing tracking and monitoring the Local Coordinating Agencies and
the BCF Regional Social Seroegram Managers turn in trackimggsthat provide status
updates on all casesThis also allows the identification of barriers to cases progressing.

Leading up to our firsbafe at Home West VirginiaferralsWest Virginia developed a
programmanualand family guide as well as DHHR/BCF policies, desk guides and trainings.
All staff and providers were provided withrdparound 101 training, an oveiew of the
wraparound process, Family and Youth engagement training that is part of our Family
Centered lPactice Curriculum, and CANS trainirfihe West Virginia Department of Health
and Human Resources (DHHR) instituted weekly email blasts that go out to all DHHR staff
and our external partners. These email blasts focused on educating us on the 10 gsincipl
of Wraparound, family and youth engagement, and ongoing information regarding Safe at
Home West Virginia. We also implemented artmnthly newsletter that reaches all of our
staff and external partners, conducted presentations across the state assveiedia
interviews and private meetings with partner§hese activities continue as specific to each
phase of implementation and across the state. Our weekly email lHastmiewsletters
now reach over 1,000 partnerdAll program materiad, newsletters as well as other
pertinent information are posted on our website for public viewing and use.

During the previousreporting period, West Virginia implemented the recommendations
of our evaluator. fiis included the development of a professional wiptger guiding the
Local Coordinating Agency Clinical Supervisors in further professional development of the
wraparound facilitatorsegardingengagement. BCF developed a similar transfer of learning
process for use by Child Protective Service Supenasmty outh Service Supervisors to assist
the professional development of BCF staffjardingengagement.Our evaluator provided
West Virginia with 4 case examples from the fidelity reviews they conducted during the
previous reporting period. The 4 caggsvided examples of successful case progression and
outcomes that could be directly correlated to engagement. Those cases were used with staff
during transfer of learning discussiond/est Virginia continues with this recommendation to
further developand strengtherengagement skills.

13
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Safe at Home West Virginia

During this reportingreriod, West Virginia has continued our work through the Local
Coordinating Agencies tmntinue to build capacitjo meet the needs of Safe at Home WV

g2dz2i Ko [/ ! Qa KI @S s, and Raddportatinyaidles MEeZponsetdtied LIA & G

service needs of clients. The Local Coordinating Agencies continue to work with their
respective counties to build more external supports and services, especially volunteer services
that will continue to pamer with and support our families and youth as their cases transition to
closure. This is often a challenge in rural communities but it is also exciting to see creative
responses. One community organization came together to right a grant for public
trangportation to serve the larger community in their small rural area.

West Virginia has worked with the Capacity Building Center for States to develop a
strategic plan to support the wavier as well as other BCF initiatives and needs. The Capacity
BuildingCenter for States provided a marketing consultant to assist with the development of
a 1 page informational document about Safe at Home West Virginia. The document is
written in layman terms and is being utilized by the department as well as any of our
partners to inform and solicit community level support for the youth and families being
served through Safe at Home West Virginia. This document is available for public use and
may be accessed and printed from the Safe at Home West Virginia Wedagéeydhhr.org
West Virginia took this learned skill and updated the one page flyer to be more current and
also developed a one page flyer for use to guide the community on identifying youth in the
target population and who to contact for possible referralSafe at Home West Virginia.

In July2015 in preparation for Phase 1 implementaticthe Bureau for Children and
Families released a request for applications for Local Coordinating Agencies to hire and
provide Wraparound FacilitatorsThe grant awards are announced ougust 2%'. The
grants provide startup funds for the hiring of wraparound facilitators atodassure a daily
case rate for facilitation and flexible funds for providing the necessary wraparound services.

The Local Coordinating Agernsmuldhire their allotted wraparound facilitators in 3
cohorts. West Virginia believed this would be the best process to use to assure their ability
to hire and train their staff as referrals began to flow.

For Phase 2 implenmgation the Bureau for Rildren and Families released a request
for application for Local Coordinating Agencies to hire and provide Wraparound Facilitators
on February 26, 2016The grant awards were announced Btarch 28, §16. West Virginia
adjusted the grant awards based t@ssons learned from Phase 1 implementation and
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Safe at Home West Virginia

required the Local Coordinating Agencies to hire their allotted positions prior to the
implementation date.More timewas allowedbetween the grant award date and the actual
implementation d referralsto assurefacilitators couldreceiverequiredtraining.

This same processasfollowed in preparation of Phase 3 implementation. The same
communication plan was implemented with staff and community partners. Case reviews
and selection have followed the sanprocess and referraisere prepared for
implementation.

West VirginieEK ST R 'y G2y o 2| NR PHaSetlocalldinfatin@ ¢ A ( K

Agencies on September 16, 201y, the Phase 2 Local Coordinating Agencies on June 7,
2016, and for the Phase 3 tal Coordinating Agencies March 29, 2@d Assureconsistency
as wemoveforward. We then told monthly meetings for the first 4 months and move to
semimonthly or quarterly. These meetings allovor open discussioand planning with
regard to our proceses and outcomeas wellprovidingpeer supportand technical
assistancemong the agenciesActivities of this group include the updating of the
wraparound plan form, updating the monthly progress summary, developing advanced
training specific to the waparound facilitation, working with our Grants division to update
the monthly grant report to simplify reflecting performance measures and outcoragasd,
implementationof evaluation recommendations

In preparation foilPhase 1 implementation the local BIR staff began pulling
possible cases for referral for review and staffing during the months of August and
September so that the referral process could go smoothly and the first referrals sent to the
LocalCoordinating Agencies on October 1, 2015. FosPRamplementation this same
process was used during the months of June andtdybyeparefor the first referrals that
were sent on August 1, 201Bor Phase 3 implementation this same process was used
during the months of February and March for thesfireferrals to be sent on April 1, 2017.
We found this process to work well anchiis been ged in preparation foall
implementation phases

The Phase ihitial startupgrant period of 1 year expired on August 30, 2@h@ the
Phase 2 initial stadp grant period of 1 year expired on April 30, 201i preparation for
thisthe Bureau for Children and Families prepared a provider agreement that includes all of
the activities and requirements of the newest statement of wlmkLocal Coordinating
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Safe at Home West Virginia

Agencies and Wraparound Facilitatias well as the Results Based Accountability outcomes
and performance measures that are outlined in the grants.oidiinal provider agencies

have signed the provider agreemerntscontinue serving as Local CoordinatirgeAcies in
their respectiveCounties

CANS training and certification as well as Wraparound 101 training corgerass the
stateto assure new staff hires have tiequiredtrainings. BothWraparound 10-and CANS
are now integrated intdHHR/BCF new wilcer training.

728DHHR staff have been trained in CAM&new Youth Service Workers have been
trained. Thisongoing trainingcontinues as planned.

During this reporting period 114 peoptavebeen certified or recertified in the
administering of he CANS.

West Virginia also continues with the identification and certificatiolMCANS
Advanced CANS ExpergJERBto provide ongoing training and technical assistarwest
Virginia is finding that staff are having difficulty accessing advance® @Apeérts to provide
technical assistance. In order to address this Dr. Lyons came to West Virginia and spent a
week with anotherl3 staff identified to go through the advanced CANS experts process. He
will also be providingngoingtechnical assistancealls with theexpertsin order to continue
the development processThe goal has always been to have the internal capacity within West
Virginia to continue this process and the transferring of learning. We believe that with the
assistance of the curremxperts and Dr. Lyons we will have no difficygltgceeding as
planned At presenfwe have 13 CANS experts with 7 providing certification training and the
other 6 providing technical assistance.

West Virginia has also developed a plan for identgyahi staff trained and certified,
development of a training schedule based on identified need, technical assistance plan
developmentbased on identified need. Attached is the CANS Logic Model.

There are no significant changes in the design of derwentions to date but there
have been innovationsDuring this reportingeriod,a group of Local Coordinating Agency
Directors and Clinical Supervisors with extensive experience witipakyand have worked to
developan advancd training for wraparoundacilitators. We are referring to this training as
G! LILX A SR 2 WNiptebeMIhensbiRidg is developedd has beempiloted and is being
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Safe at Home West Virginia

updated to expand to all facilitatorsT his trainingaddressedetter engagement with families,

how to problem solve and move a team forward, how to better write wraparound plans with
measurable outcomes, as well as other identified needs. It is to be more focused on the actual
application and practice of wraparound facilitation.

We continueworking with ourpartners in Positive Behavioral SuppBrogram They
are assisting us with engagement goakssibletrainingsin using the MAPprocess.MAPs
refersto Making Action PlansThe traininghelps facilitators understand the MAPs process and
details and howto conduct a MAP and integrate it into a Wraparound Plan.

During this reportingreriod, West Virginighas continued to follow the judiciary
communication plan as developedta®ar. The plan simply cafte continued communication
with our judiciaryby combined teams of WV BCF management and LCA representation.

West Virginia also worked with our Evaluator, Hornby Zeller Associatesate
automatedWV CANS. AdippropriateDHHRstaff and Local Coordinating Agency staff have
been trained in the se of the automatedVvVV CANS and have begun enteriy/ CANS and
subsequent updatesWest Virginia has been using the CANS since 2003s hd®n updated
to the WVCANS 2.0. WV CANS 2.0 is a revision that fully incorporates the National Child
TraumaticStress Network Trauma CANS. It adds several modules to strengthen our current
version of theWMCANS which are: juvenile delinquency-sulidule; expectant and
parenting submodule; commercial sexual exploitation youth smodule; GLBTQ sub
module; intelectual and developmental disabilities saibdule; 65 population submodule;
substance abuse suiodule; fire setting sumodule; transition to adulthood sutmodule;
and sexually abusive behavior soiodule. Staff continuedo use the automated CANS and
Local Coordinating Agencies continue to partner with the project director to assure that initial
and subsequent CANS are complete on every youth enrolled in Safe at Home West Virginia.

Safe at Home West Virginia began implementation with the first refewalOctober 1,
2015. The automated CANS data base did not become operational until February 12, 2016.
During thattime, there would have been cases that already transitioned to closure for various
reasons. There has been a learning curve with the wapal facilitators navigating the
systemand remembering to save changes to the document. This explains any discrepancy
regarding the number of youth enrolled and the number of initial CANS completed in the
system. The Safe at home West Virginia projelitector continuesto work with the Local
Coordinating Agencies toonitor and assure CANS are completed on each child being served.
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Safe at Home West Virginia

At present3,258 CANS have been completed and entered into the automated system.
This number represents initial and sdnuent CANS. CANS are to be updated at minimum
every 90 days.

The system has proven to be very useful for the use of the CANS across systems. The
ability for stdf to quickly locate and usexisting CANS is very helpful in treatment planning and
the ability for administrative staff to access needed reports has proven to be very uséfel.
foresee this becoming even more valuable as West Virginia moves forward with the use of
CANS in treatment plan development.

During this reportingperiod,the timeframe for completion of the initial CANS was
changed from 14 days to 30 days. This change was made after comment by the Local
Coordinating Agencies and staff during process evaluation interviB@$. had already made
this change to other provider agreemeaffecting programs in which CANS are administered so
the change also brought consistency across all provider agreements and program structures.
This change also required that all program manuals, matrix, and forms be updated.

Mentioned within West Virgf A  Qa LYy AGAFE 5SaAi3dy FyR LYLX S
Bill 393. This bill set forth very specific requirements regarding work with status offesualers
diversion. West Virginia identifidevidence Baseunctional Family Theragi#FTpas a
valuable srvice tothe youth service population and their families as a diversion or treatment
option. FFTis a short term (approximately four (4) months), higkensity therapeutic family
intervention. FFT focuses on the relationships and dynamics within thidyfanit. Therapists
work with families to assess family behaviors that maintain delinquent behavior, modify
dysfunctional family communication, teach family members to negotiate effectively, set clear
rules about privileges and responsibilities, andgratize changes to community contexts and
relationships.lIt is limited to youth 1118 who have been charged or are at risk of being charged
with either a status offense or a delinquent act.

West Virginia awarded a grant to a lead agency to facilitateiceooverage and
training throughout our state. Clinicians were traireu provide this valuable therapeutic
service. FFT fits well within the wraparound process and has been identified as a very useful
service for many of our families being servedniitSafe at Home West Virginia due to target
population for FFT.

FFT is a wellstablished, evidencbased intervention model utilized in twelve (12)
countries, including the United States. FFT has shown to reduickvism as much as 50%.
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is one of the many therapeutic options that are available to youth and a family that may be
served by the juvenile justice system, child welfare, and Safe at Home West Virginia.

Regardingnalyses; the evaluator will separatases with FRTthe SACWIS system
shows us whether the family got that service. If it does not, we can only obtain the information
through our case readings and the prevalenc&BT will determine whether we get any
meaningful information out of it.

To further assist us with moving forward with Results Based Accountatbibty
outcomes included within theocal Coordinating Agency grant agreemsatements of work
are connectedo the outcomes for Safe at Home West Virginddl contracts and Provider
agreements include prasions for training other wraparound team members with specialized
roles, such as Peer Support Specialist, Parent or Youth Advocates, Mentors, and athuwrdpa
team members outside of the Local Coordinating Agencies, and adherence to clear
performance measures for families utilizing Safe at Home Wraparotlhdse prformance
measure outcomes will binked to continuation of yearly contractual relationshipetween
the Bureau anegtachLocalCoordinating AgencyResponsibilityor executing the duties of the
contractual rehtionship with the Bureawests with the Local Coordinating Agency, as well as
development of an inclusive network of community provisiém order to ensure youth and
families receive services that are needed, when they are neetlatiwhere they are needed.
We continue to work with our Local Coordinating Agencies to assure that their workforce
developmentmeetd SA U + éeHSA YA Q&

t NBaiSNI /SyidSNna / KAST 9ESOdziABS- hTFFAOSNI
informed Care training to individuals representing all child serving systems and the community
at large. This training provides an overview of the incidence and prevalexsbddifood
GNJ dzY GAO SELISNASYyOSa IyR RS&EONR6SE GKS AYLE O
social, emotional, cognitive and behavioral development. Also discussed are trauma and the
brain, the definition of traumanformed care as a systemi@afmework around which services
are developed and provided, and the six core components of a trauma informed system of care.
Currently, Traumanformed care is being redesigned to be required core training for all
providers and BCF stafiMs. Yost has atsbeen conducting train the trainer sessions
GKNRdAK2dzi GKS &adl a8 G2 Fraarad gA0K SELI yRAY3
this valuable training.
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During this reporting period BHHF has fully implemerited KA f RNBYy Q& . SKI JA:
Heath Wraparound.In March 2016the Bureau for Behavioral Health and Health Facilities
(BHHF) released a Request for Applications for Gfantsocal Coordinating Agencies
hire Wraparound Facilitators to serve 4 pilot areas of West Virginia. The BldHprgect
isto providehigh fidelitywraparoundmodeled after Safe at Home West Virginia, to children
in parental custody and no involvement with the child welfare system. BHHF has worked
closely with BCF to assure that the two programs are as siasl@ossiblevithout overlap
Several of the pilot areas are part of the Phase 1 of Safe at Home West Virginia and all but 1
of the grant awards were to Local Coordinating Agencies that are also serving Safe at Home
West Virginia.During the last reportig period, they hadexpanded to consider referrals
from counties surrounding the original pilot areaBhey have received a total of 112
referrals, 51 of those were accepted.

' 4 RA&AOdzaaSR AYy 2Sad *ANBAYAI Q& davgAGALFE 58S
worked with our outof-home partners to make changes to our continuum of caAd.
provider agreementare beingwritten to include performance mesures West Virginia
continues to work with our partners to improve the continuum of care as well as ou
agreements.

l'a LI NI 2F 2Sad xANHAYAFIQA 2y3I2Ay3a g2N)] G2
created a Treatment Foster Care model. As part of that process West Virginia has developed a
ThreeTier Foster Family Care Continuum. This continuumdasli@iraditional Foster Care
homes, Treatment Foster Care homes, and Intensive Treatment Foster Care homes. This was
developed in partnership with the Licensed Child Placing Providers who currently hold the
Treatment Foster Care grants.

During the previasreporting period, West Virginia developed a request for
applications for lead agencies to develop Treatment Foster Care homes throughout the state.
These grantsvere awarded to lead agencies in all 4 of the BCF Regidunsing this reporting
period,the threetiered foster family care continuum was fully implemented.

t2aaiofe Y2ald AYLR2NIFYyG Aa 2Sad xANBAYAI QA&
adzadFAYylroAftAle KIFIAa Ffgleda 0SSy AyOfdzZRSR 4A (KA
activities to pla for transition out of the waiver began this reporting period. During this
reporting period, a Financewvorkgroup comprised of the Project Director, BCF Deputy
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Commissioner of Operations, BCF CFO, DHHR CFO and staff began meeting to determine
necessaryinancial information that will be needed and used by other workgroups to inform
any programadjustments The financial planning also affords West Virginia the aded
information to determine level of service and commitment needed to continue with this
valuable program and to assist with the development of any needed improvement packages
determined to be appropriate.

This group has requested Technical Assistance through Casey Family Programs
is scheduled during the next reporting period.

Duringl KAa4 NBLR2NIOAY3I LISNA2RXE 2Sald *xANBHBAYAI Q&
cost analysis that is included within this report. Our evaluator will be a valuable contributor
to this group and financial sustainability plannisg well as informing prograedjustments
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[1l. Evaluation Status
Data Collection Activities:

During the most recent simonth evaluation period following implementation of Safe
at Home West Virginia, the evaluator, Hornby Zeller Associates, Inc. (HZA)¢ctsahthe
second annual fidelity assessment of local coordinating agencies (LCAs). HZA also re
administered the fidelity survey to Department of Health and Human Resources (DHHR)
caseworkers, supervisors and county managers from Phase | implementationesgamtd
re-administered a separate fidelity survey geared toward LCA wraparound facilitators,
supervisors and program managers. All of these data collection efforts were used to inform
the process evaluation. Each is described in greater detail below.

Daill FNRBY 511 wQa {GFrGS6ARS 1 dzi2YlF 0SSR / KAfR
FACTS, were used to inform the outcome evaluation, along with data from the automated
Child and Adolescent Needs and Strengths (CANS) tool and interview data regarding youth
eduational functioning. CANS and interview data were used to measure progress en well
being measures while data from FACTS were used to measure safety and permanency
outcomes. All data collection activities are discussed in greater detail below.

Case Reviewand Interviews

As part of the fidelity assessment of Safe at Home, staff from HZA returned to West
Virginia during the week of July 17, 2017 to conduct the second annual fidelity assessment.
HZA completed case record reviews (Apg@ix B for 40 cases aoss nine contracted
agencies and conducted interviews witB key stakeholders (Appendix The count of
cases reviewed at each agency was proportional to the number of youth served by the
agency. The youth, a parent/caregiver, the LCA wraparound &oiliand the DHHR
caseworker from each case were asked to participate in interviews. Some of the
wraparound facilitators and caseworkers were interviewed about more than one case in the
sample. Both the record reviews and the interviews were designeddvige information
on the extent to which the program is being implemented in the way it was intended
through the Safe at Home model. In addition to learning about fidelity, interviews were also
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used as an opportunity to explore one aspect of child Wwelhg, specifically, youth
educational functioning. Table 1 displays the number of stakeholders interviewed during
the summer of 2017.

Table 1. Stakeholders Interviewed by Group

Youth 14

Parents/Caregivers 16

LCA Wraparound Facilitators 24

DHHR Caseworker 25

Total 79
Surveys

A second round of fidelity surveys was administered to DHHR community service
managers, supervisors and caseworkers from Phagglementation counties. Results from
Phase Il DHHR staff surveys were reported in the April 88difannual evaluation report.

HZA staggers the administration of the DHHR staff survey to account for differences in staff
training and time/experience working with the program. In addition to the DHHR staff
survey, HZA administered a second annual tigslirvey to LCA Safe at Home program
managers, supervisors and wraparound facilitators. Respondents provided their perceptions
of the quality and effectiveness of services, what can be done to enhance them, the
frequency with which they complete associdtprogram responsibilities and the

functionality of multtagency collaboration.

OnAugust 16, 201the survey link for the LCA staff survey was sent to the emails of
all applicable LCA staff, using the online CANS database to identify applicable dthkian
email addresses. HZA sent surveys to 155 staff persons. At least one LCA staff person from all
but one agency participated in the survey.

On the same day, the survey link for the DHHR staff survey was sent to community
services managers from all the Phase | implementation counties, where all nine
community services managers were asked to complete the survey and also to forward the

20 ' ¥S I (mplergemt&ionzolled out in three phases. Phase | began October 1, 2015 and involved eleven
counties, Phase Il began August 1, 2016 and added 24 new counties and Phase Ill completed the statewide
implementation on Aprill, 2017 by bringing in the remaining 20 counties.
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survey to their casework and supervisory staff involved with Safe at Home. The deadline to
complete the surveys waSeptember 1, 2017. Due to low participation rates, HZA extended
the original survey deadline to September 15, 2017 and sent an updated message to
stakeholders urging their participation. A total of seven DHHR staff and 51 LCA staff
responded to the respedte surveys.

FACTS Data

| %! dzaSa RIFIGF FNRBY 2Sad +ANBAYALFIQa C!/ ¢
AYAGALF 0A@SQa 3F21tasx Soaods NBRAzZOSR LI I OSYSyi
involved youth are compared to an historical comparisoougrof youth. The comparison
groups, which are selected for each-svonth reporting timeframe since the program was
implemented, were selected from youth known to DHHR between State Fiscal Years (SFYSs)
2010 to 2015. The characteristics of youth in eacmgarison group are similar to the youth
in each of the thregtreatment cohorts. A total of 1,058 youth have been referred to Safe at
Home as of September 30, 2017.

Characteristics, including demographic data, case history, and program qualifying
characteistics, such as involvement in mental health and juvenile justice systems, were used
to match youth to the treatment group cohorts. Youth in the treatment group were
partitioned into five subgroups according to referral and placement type:ofstate
congregate care facilities and group caresiate congregate care facilities and group care,
emergency shelter, family foster care placements and youth at home. The characteristics of
the youth selected into the comparison groups are statistically sirtoléinose in the
correspondng treatment groups (Appendix)D

CANS Data

During the first few months of program implementation, HZA developed an online
CANS tool for LCA and DHHR staff to use. The online CANS tool allows for ease of access and
information sharing across participating agencies. Each youth who enters Safe at Home was
originally expected to have an initial CANS assessment completed within 14 days of referral,

3 HZA has not created the comparison pool for the most recent cohort but will do so for the nexasenail
evaluation period because not enough time has elapsed to measure outcomes for these youthorEheirf
month outcomes will be available for the fourth cohort for the April 2018 sanmual evaluation report.
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and subsequent CANS assessments every 90 days. However, a policy change, whitdle went
effect in June 2017, moved tHel dayinitial assessment deadline out to 30 days, with
subsequent CANS still to be completed every 90 days thereafter. This policy change was a
direct result of process evaluation findings illustrating that LCA wrapatdacilitators were
struggling to conform to the 14 day initial CANS assessment deadline. The online CANS tool
provides the evaluation team with ready access to assessment data which are used to
measure progress on wdbeing measures.
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V. Significant Evaluation Findings to Date
Process Evaluation Results:

Youth Population Description

Table 2 provides a description of Safe at Home youth at the time of referral. Overall,
62 percent of the youth referred to Safe at Home waveng in their own homes at the time
of referral. Since Safe at Home was implemented, the percentage of youth in congregate
care at the time of referral has continually decreased, giving rise to a more prevention based
population. Youth placed in a congedg care setting at the time of referral comprised 56
percent of Cohort | youth and only 17 percent of those in Cohort IV.

Table 2. Safe at Home Youth Population Description

Cohort | Cohort I Cohort 111 Cohort IV
Placement at Referral

Total 124 226 299 409
Out-of-state Congregate

Care 30 18 11 12
In-state Congregate Care 39 74 62 56
Emergency Shelter 5 18 6 13
Family Foster Care 2 11 13 27
Home 48 105 207 301

Age at Referral
12 or less 10 20 26 35
13 20 26 35 60
14 30 51 66 75
15 28 59 66 121
16 32 64 93 100
17 4 6 13 18
Gender

Male 77 116 189 250
Female 47 110 110 159
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Table 2. Safe at Home Youth Population Description

Cohort | Cohort I Cohort Il Cohort IV
Race/Ethnicity
White 96 184 250 364
Black 9 20 17 15
Mixed 15 19 26 14
Other 4 3 6 16

More males than females were referred to Safe at Home in each cohort; oagerer
across all four cohorts, 63 percent of youth were males. However, fewer youth were male in
Cohort Il (51%). Additionally, gender disproportionality was highest among youth referred
when placed in oubf-state congregate care, where males made up asié® percent of
the population in each cohort. The majority of youth were white in all four cohorts (over
75%). The percentage of white youth increased slightly with each cohort.

Fidelity Assessment

As described above, the fidelity assessment was cotedliduring the summer of
2017 and HZA staff completed a total of 40 case record revievgterat the LCAs. The cases
were selected randomly, in proportion to the number of youth served by each LCA.
Ultimately, the case sample included cases fromalNfbuz ¥ G KS {dF G§SQa NBIA 2y
specifically, the following 18 counties: Berkeley, Boone, Brooke, Cabell, Grant, Hardy,
Jefferson, Kanawha, Lincoln, Mason, Mercer, Monongalia, Morgan, Nicholas, Ohio, Putnam,
Randolph and Wayne. At the time of review,&&he 40 cases were open, eight had
successfully graduated the program, and six were discharged before program completion. On
average, the open cases had been open for 371 days as of the date the reviews were
completed, while cases closed due to gradoativere open 382 days and 223 days for
discharged closed cases.

LCA Wraparound Facilitator Qualifications

LCAs are the contracted agencies with primary responsibility for delivering
wraparound services to youth in Safe at Home, with one wraparoundtéoiiassigned to
SIOK @2dziK Ay GKS LINRPINIYDP t SNIGKS {dFraSqa [/
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FFEOAEAGIFG2NRE | NB &dzldll2zasSR G2 KI @GS . OKSf 2 ND
another human service related field and two years of work exgree serving a youth

LI2 LJdzf F GA2Yy aAYAf Ll N G2 (KW dith & mental hebléh diagiosis 2 YS Qa
in congregate care or at risk of congregate care entry). Facilitators are also supposed to have

a general knowledge of mental illness diagas and behavioral disorders in children, and

personal family experience with mental illness is considered helpful. In some cases, the State

will make an exception to one or more of these requirements if the applicant has extensive
knowledge and/or expeence in the field.

lff op FlLOAfAGFG2NAR ¢6K2 NBaLRyRSR (2 G4KS i
Degree in one of the preferred human services fields, with the most common being in the
field of psychology. Five of the facilitators also had a Mddled 5 S 3 Nd®eéSpercetA vy S G &
reported having two plus years of experience in the behavioral health field. Sevaaty
percent of facilitators had a prior knowledge base of mental illness diagnoses and behavioral
disorders in children and 60 percent haérponal family experience with mental iliness.

LCA staff working with Safe at Home are also required to complete training,
wraparound certification and CANS certification. According to the latest (Phase IIl) Safe at
Home funding announcement, all LCA stk required to have training which, at minimum,
includes the following content:

{eadsSYy 2F /IFNB a[FRRSNI 2F [SIFENYyAy3a¢é F2N
Child and Family Team Building,

Family Centered Practice,

Family and Youth Engagement,

Effects of Trauma on Chith and Youth,

The 10 Wraparound Key Principles,

Safe at Home West Virginldodel and

BCF Policy Cross Training.

= =4 =4 4 A4 A2 -2 -9

All 51 LCA staff who responded to the survey (inclusive of 35 wraparound facilitators
and 16 supervisors) had received training prior to wagkivith Safe at Home, and some had
received multiple trainings. Only 14 percent of the respondents reported that the training
they received did not prepare them sufficiently for the job. Eighitye percent of facilitators
had received wraparound certifitan and all facilitators had received CANS certification. It
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is possible that the small percentage of facilitators who had not completed the wraparound
certification were new to the position and still completing the process.

Phase I: Engagement ance@m Preparation

The first wraparound phase, Engagement and Team Preparation, is used to orient the
family to the program and to begin engaging with the family and youth to explore their
strengths, needs and goals; identify any pressing issues or cortbatrthe family has; and
to build the wraparound team with an emphasis on family identified supports.

Interviewees reported that in most cases youth and their families initially learned
about Safe at Home through their DHHR caseworkers. Typically, c&sssprovided a brief
overview of the program to the families and their youth and how it may help to meet their
needs. Following this introduction, wraparound facilitators provided a more in depth
explanation of what Safe at Home entails. Some of the m&dion wraparound facilitators
reported sharing with youth/families include the program materials and associated
paperwork, the team process of wraparound, how Safe at Home differs from DHHR,
youth/family voice and choice, how assessments are used, tieagtins based nature of the
program, how the program benefits youth/families in general and the types of services that
are available. In a few cases, youth/families first learned about the program through
placement staff, the courts or the wraparound faeior. In one case, the parent learned
about the program on his/her own and requested to speak to a DHHR caseworker about Safe
at Home and in a couple of cases youth already had a sibling currently in Safe at Home. One
parent shared his/her takeaway of Saf & | 2YS> adr dAy3az a{l ¥FS

ddzLILI2 NI dzax 6S GKSNBE F2NJ dzaA RdzNAy3 | ONRAAA

Fff GKAA YR Y2NB®E

Wraparound facilitators and caseworkers were asked how well youth/families
understood whathe program entails. In all but three cases, facilitators and caseworkers
believed that youth/families fully understood Safe at Home. One facilitator shared how s/he
adapts to the youth/families learning styles to ensure they understand the prograningtat
GOeKS @2dzikKe KIR (2 aSS Al G2 dzyRSNRGIFIYR Al
on the outside and the family in the middle and how we were the linkage to all these
ASNIAOSa de Lagesit tgoR timk BrNdcilitakolsBoSeehat the youth/families
really did understand the program. One caseworker shared of one of his/her experiences;
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G¢KSe KIFR F FFANI dzyRSNERGFYRAY3I>X odzi L g2dz RyQ
that the program could truly help. Once we begandding A y 3a > G KS& 3JI20G Al Pé

Nearly all stakeholders interviewed reported that wraparound facilitators encouraged
youth/families to share their concerns, hopes, goals or strengths in the very early stages of
the case. Wraparound facilitators reported that iretmajority of cases it took time to build
rapport and get youth/families to fully engage with them and feel comfortable enough to
AKIFNBE GKSANI O2yOSNYya FyR 321 fad hyS ¢ NI LI NERdzy
had the parents create a five geplan for [the youth] and [the youth] create a five year plan
for [himself/herself], then we compared the plans. Together we mapped out where [s/he] is
Y26 YR 6KSNBE 6S |ttt 61 yiSR wKAYKKSNB (2 0Sod¢
were able to kare goals and concerns without much prompting or rapport building. A youth
FNRY 2yS 2F GKSaS OlFasSa alARI a2KSy L YSi wiK
and | just knew we would get along. I'm actually just going to be really sad sfes} has to
320¢ LYy | FS¢ OlasSa Sy3ar3asySyid O2yiaAiydzSa (2 N

According to the interviewees, wraparound facilitators always asked youth/families to
identify any supports they wanted to be involved with them through Safe at HomeetAzw
most of the youth/families elected to keep Safe at Home involvement within the immediate
family for a variety of reasons. In soroasesthe youth/family did not have any supports
they could identify and in others they did not want anyone else irewhEither way,
facilitators often revisited this conversation throughout the life of the case. In eight cases,
youth/families did identify supports and about half of those identified formal supports such
as therapists, placement workers or school resowffeers. The other half identified
informal supports such as extended relatives, church members or friends. One facilitator
provided an example where the youth wanted his/her aunts involved and, eventually, this
opened up a placement resource for the you

Additionally, the LCA and DHHR fidelity surveys asked facilitators and caseworkers
about the extent to which required tasks were performed during each phase of wraparound,
including the Engagement and Team Preparation Phase. Due to the low resptanf® ra
caseworker§ only wraparound facilitator responses are included in Figure 1.

4 Of the five caseworkers who responded, only three had any direct experience ha@dfimgt Homeases.
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Figure 1. Engagement & Team Preperation Phase Required Facilitator
Activities

| schedule meeting times and locations that are easily
accessible and comfortable to all team members.

| gain a commitment to participate from other team members
who care about the child and family and can support them
through the wraparound process.

| address any pressing concerns related to immediate safety
issues, current crises, or potential crises by developing a plan
to provide immediate relief.

linclude the family in the family assessment section of the
CANS (or make sure that the family is included).

| complete the CANS for the child on whom the wraparound is
focused (or make sure that the CANS is completed for that
child). —
| prepare a summary of the initial conversations with the
family that highlights strengths and identifies the family’s _
perspective on needs, culture and vision.

—
—
- — 790
—

| assist the family in identifying strengths of each individual
and strengths of the family as a whole.

If the family chooses to participate in the wraparound process,
| obtain all needed consents and clearly outline the family and
youth’s rights and responsibilities.

| describe individuals who will be involved in the process and
available supports to the youth and family.

| orient the family and youth to the wraparound process
through face-to-face conversations.

| schedule and convene the first family team meeting.

0 5 10 15 20 25 30 35
Number of Wraparound Facilitators

Never mSeldom mFrequently mAlways

Nearly all wraparound facilitators surveyed reported completing each of the required
OFaSeg2N] FOGAGAGASE a!fogleéeaéd 2N GCNBtpuzSy Gt & ¢
Phase.
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Phase II: Initial Plan Development

The purpose of the Initial Plan Development Phase is to create the initial wraparound
and crisis safety plans through a collaborative team process. Youth/families are to play an
active and integral rolen planning, where their feedback is elicited and incorporated into
plans wherever possible. This section of the report discusses who participates in the planning
process, what resources are used and how quickly it happens. It also reviews the steps which
go into making revisions to the initial plan and how frequently that is done.

Nearly all youth, parents, facilitators and caseworkers agreed that youth/family input
is prioritized and incorporated into planning. Strategies employed by wraparound famiitat
to involve youth in planning varied greatly. Facilitators worked with youth/families to
develop long and short term goals, often through a brainstorming process. Facilitators asked
youth/families to think about how they as a team can achieve thesesgarad what is most
important to them. Sometimes the CANS was used as a discussion piece in the planning
process to talk about areas of need and strength. Wraparound facilitators often laid out who
is responsible for what parts of the plan. As time wentttw, team would discuss progress
and areas that still needed work. Facilitators would ask youth/families what they were doing
well and whether they were following through with the actions necessary to achieve the
goals.

Parents commonly noted that they gvide feedback/input whenever necessary. They
also help to make sure the youth and family members comply with the plan. Parents also
reported they work to come to a consensus as a team in developing the plans and provide
updates on youth progress and/or§e I O1 a® hyS LI NByd al AR d2S
with [the facilitator] to come up with a school solution that would work for [the youth] and
GKS ONRarAa LIXIFydé azaid LI NByda faz2z NBLEZ2NISR
wraparound planningg A 6 K 2y S al @Ay3dzr a,Sas Y2ald RSTAYA(GS
meeting and [s/he] always asks a lot of questions and is always very interested with the
LX FyyAy3Iodé | FSg @2dz2ikK LINPOARSR SEFYLX Sa 27F A
usedin planning, such as expressing interest in particular activities, voicing their desire to
consider an alternative learning environment and goal setting.
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When it was difficult for wraparound facilitators to engage youth/families in the
planning procesdacilitators used multiple strategies to get them to participate. Examples of
these strategies include adjusting planning activities to the unique learning styles of
youth/families, convincing youth/families that LCAs are not DHHR or the courts, working
around families' hectic schedules and finding times that are most convenient for them,
looking to other supports for feedback when there is minimal participation by youth and
families, offering suggestions, building rapport by showing that facilitatorswathrough,
and figuring out what motivates each individual and offering incentives.

As a formal support/team member, caseworkers were asked to share how they assist
in wraparound plan creation. Three of the 25 caseworkers interviewed reported that they
have not been involved in wraparound planning at this point. For the majority who were,
they stated that they provide input while allowing the facilitator to take the lead in planning.
Caseworkers reported that facilitators share ideas to garner their faekliprior to the
planning meetings; they also noted that their position allows them to provide thorough
youth/family histories. Additionally, caseworkers stated that they helptijzing their legal
authority when necessary to sign off sarvice referrés for youth andfollow up with
providers to ensure that plans are being implemented. Nearly all caseworkers agreed that
the planning process was very youth/family driven and saw their role as supportive in nature.
One caseworker described the collaborafio LINR OSaa 6AGK (GKS FlF OAtAGL
[the facilitator] will contact me and let me know [s/he] is getting a new plan. We usually
meet up in person and we will see what [the youth] needs, [his/her] goals, and we talk about
what [the youth] needst the time. As time goes on problems change and we work together
todzLJRF S LI Fya | OO2NRAyYy At & vé
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Another tool used in planning is the CANS. Wraparound facilitators are responsible
for completing CANS assessments for all youth in the progranot@d erarlier, initial CANS
are to be completed within 30 days of referral to Safe at Home while subsequent CANS are to
be conducted everg0 days thereafter. When looking at the overall averdgeAs completed
the initial CANS 36 days after referral antdseguent CANS every 90 days thereafter.
Therefore, LCAas a wholdell slightly short of fulfilling the initial CANS requirement but
subsequent CANS were performed within the required timeframe.

While it may appear on the surface that LCAs are not mgete required timeframe
for initial CANS assessments, only one of the nine LCAs included in the fidelity assessment
stood out as falling widely short on this measure. When this one LCA is excluded from the
calculation, the remaining eight LCAs completled initial CANS within 22 days of referral,
exceeding the necessary timeframe by eight days. The LCA falling far short of meeting the
initial CANS measure, also had two cases which were outliers, with initial CANS not being
completed until 200 plus dayslfowing referral. When just those two cases are excluded
from the analysis then the statewide average becomes 26 days following referral.

Wraparound facilitators shared how they use CANS assessments in planning, stating
that CANS is used to identify areazfsconcern so the team can figure out how to address the
@2dziK YR FlLYATASAQ ySSRaod ! RRAGA2Yy I ffex GKS
which helps with prioritizing. Facilitators also use the CANS to identify areas of strength on
which they can continue to build and which they can use to address the areas of need. Often
facilitators discussed CANS results with youth/families as a way to demonstrate progress,
focus planning and develop or refine goals.

Stakeholders listed the goals thaadh been established through the Safe at Home
planning process. While goals varied among the 40 cases, the most common responses
included improvement in grades, behavior, school attendance, social skills and family
relationships, and to achieve permanenciiem youth were placed out of the home. One
82dz2iK SEKAOAGSR SEOSLIA2YIEt Y2G0A0FGA2y SgAGK 3
LISNE2Y Ff 321 f Aa (G2 R2 4R OA GL YW RY28A Y236 Vi 20050 Ko2de
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Most youth and parents reporteditnessing progress and/or goal achievement
0§KNRdZAK GKSANI Ay@2t @SYSyld gAGK {IIFS G 1 2YSo
youth] was before and how [s/he] is now; [s/he] is a completely different person. [S/he] was
always mad, anxious or depsex] and [s/he] still has those moments, but we are seeing
GK2a$8S Y2YSyia tSaa FyR fSaadé hyS LI NByild K2
Al AR dw{kKS86 Aa 2dzad 3F2Ay3a G2 KIFI@S (2 tSINy
OKAYKKSNB ®E

Youthand parents also discussed what is currently being done to overcome
challenges. Two youth reported that upcoming plans to change the school environment
would help them in overcoming the challenges they continue to face in meeting some of
their goals. Panets shared a variety of strategies that have been employed to help get youth
back on track, such as collaborating as a team to come up with solutions, ensuring that
placements are stable, making sure counseling attendance is high and medications are
appropriate, and keeping on top of youth when it comes to school work and attendance.

Initial wraparound plans are to be completed within 30 days of program referral. On
average, LCAs completed initial wraparound plans within 45 days of referral, fallingpghort
this timeframe by 15 days. Subsequent wraparound plans are to be updated and refined as
necessary, and on average they were revised every 50 days.

HZA reviewed the initial and most recent wraparound plans and rated the content for
the extent to whid required items were included in the plan. Reviewers used a five point
[ ATSNI a0FtSs gA0K 2yS YSHyAy3a GKS AGSY ¢l a a
GKS AGSY ¢6la G¢CK2NRdAKfe&e¢é¢ AyOfdzRSR Ay chiKS LJX I
fidelity item, showing comparisons between the initial and most recently completed
wraparound plans.
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Figure 2. Average Wraparound Plan Fidelity Scores

Services/Supports Take Account of & Use Youth's/Family's
Strengths

Services/Supports Consistent with Youth's/Family's Primary
Needs

Services/Supports Consistent with Youth's/Family's Culture

Opportunities for Youth to Engage in Community Activities

Plan for Maintenance in or Transition to Least Restrictive
Environment

Clear Relationship between Outcomes and Strategies

Multiple Strategies

Measurable Outcomes/Objectives

QOutcomes Clearly Connected to the Vision

Mission Statement for the Team

Youth's Long Term Vision
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HZA Reviewer Ratings

B Most Recent Wraparound Plan W Initial Wraparound Plan

All but one of the items showed improvement in the fidelity scores from the initial to

GKS Y2aid NBOSy(d LI I yaT cksfSN®origCoasistgrdwitb K| y3S T2

2dzi KQakCl YAfeQa /dz GdzNB¢ AGSYod 1 a [/ '&a SNy
built a rapport with team members, they were able to conform better to the requirements of
the Safe at Home model. It should be notédwever, HZA reviewers noted it was difficult to
ARSYUGATe RIGI 2y (GKS FTFrYAEtASAQ OdzZ GdzZNI f ySSRa
high with no scores below a 3.3 at any point. The greatest degree of improvement was
SOARSYOSR 2dy NIlKASS & h1TAMRINIZ2dzG K (G2 9y3AF3AS Ay [ 2Y

Initial crisis safety plans are also to be completed within 30 days of Safe at Home. On
averageall LCAs completed the initial crisis plans within 39 days of referral, falling slightly
short of neeting the required timeframe. Subsequent crisis safety plans are to be updated
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and refined as necessary, and on average this occurred every 53\dénes) the same

agency which stood out as not meeting the required timeframe for initial CANS is excluded
from the statewide analysis of initial crisis safety plans, the statewide average is 30 days,
which meets the required timeframe for this measure.

Similar to its review of the wraparound plans, HZA reviewed the initial and most
recent crisis safety plarte assess their thoroughness, again using a five point Likert scale to
assess their completeness. Figure 3 displays the average scores for each item assessed,
showing comparisons between the initial and most recently completed crisis safety plans.

Figure 3. Average Crisis Safety Plan Fidelity Scores

Assignment of Roles During Crisis
Steps to be Taken During Crisis
Methods for De-escalating Crises

Identification of Behaviors Signaling Coming Crisis

Strategy for Crisis Prevention

0 05 1 15 2 25 3 35 4 45 5
HZA Reviewer Ratings

B Most Recent Crisis Safety Plan M Initial Crisis Safety Plan

LQAs exhibited improvement on all items from the time of the initial to the time of
the most recent plans, demonstrating that LCAs have improved in meeting crisis safety plan
FARStAGE YSlIadaNBa 20SN) GAYS® ¢KS altieaA3dyyYSyl
KAIKSald 2y 020K GKS AYyAGAFE FTYR Y2ald NBOSyld L
/I 2YAYy3 I/ NAaAaégd AGSY ¢l a NrXraSR GKS f Sai

Caseworkers generally reported that their involvement was maliin crisis safety
planning and usually the wraparound facilitators took the lead and caseworkers provided
their input when necessary. In only one instance did a caseworker state that they were not
involved in crisis safety planning, and this was attielolito conflicts between the
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caseworker and facilitator. Half of the youth could not remember anything about crisis safety
planning and this

was also the case for three of the 16 parents. The remaining youth and parents all reported
that they have beemvolved in crisis safety planning. Facilitators reported that
youth/families were always involved in crisis safety plan development and refinement, but
that plans were sometimes not implemented because youth never experienced a crisis.

The surveys of LG#d DHHR staff were also used to measure the extent to which
required tasks were performed during the early stages of providing wraparound. Due to the
low response rate for caseworkers, only wraparound facilitator responses are included in
Figure 4.
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Figure 4. Initial Plan Development Phase Required Facilitator Activities

| document a safety plan that includes both proactive and
reactive plans.

| guide the team in prioritization of potential crises and
possible responses for each by assigning roles and
responsibilities.

| assign responsibility to specific individuals to undertake
action steps associated with each strategy to be completed in
specific time frames.

| assist the team in creating strategies for meeting needs and

achieving outcomes by considering how likely the strategies

are to be effective and whether they are consistent with the
family’s culture, values and preferences.

| identify outcomes that will represent success in meeting each
need the team has chosen to work on by including specific
indicators for each need and how often they will be measured.

| create a Team Mission Statement that guides the team.

| develop the initial wraparound plan through a collaborative
process that elicits multiple perspectives and builds trust and a
shared vision among team members.
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Nearly all wraparound facilitators surveyed reported completing all of the required
OFasSeg2N] OGAGAGASE al!folreéeaég 2N GCNBIldzSy it ece

Phase IlI: Plan Implementation

The third phase ofvraparound, Plan Implementati is when the wraparound plan is
put into action. It also offers an opportunity to revisit and update plans whenever necessary,
to ensure that the youth/family and team members remain engaged, to continually monitor
progress and address any challengethay arise, and to celebrate successes.

Wraparound facilitators are required to have weekly contact with youth/families to
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start and then gradually reduce contact as progress is being made and youth/families get
closer toward transition; all stakeholdersported that this was occurring. In cases where
youth had graduated the program, stakeholders reported the visits were gradually reduced
from weekly to biweekly and then to monthly contact. Most interviewees agreed that the
amount of contact between wrapaund facilitators and youth/families was adequate.
However, in a couple of cases stakeholders across the board believed that the frequent
contact was too overwhelming/invasive for the youth/family. In two cases, facilitators stated
that the contact was nbfrequent enough but that the youth/families consistently cancelled
meetings.

All stakeholders were asked to share both the formal and informal services that
youth/families have received during their participation in Safe at Home. Services were
tailoredto meet the needs of youth/family and as one caseworker reported of the
6N LI NRPdzy R FLFOAfAGlI G2NRa FftSEAo0AftAGE | yR ONBI
FAYRa L) I OSYSydaszx Gl 1Sa widKS e2dziKe Bdzi G2 R?2
Anything | need [s/he] helps me with. [S/he] has found [the youth]-faamal support
systems of people that will be good for [him/her] like a mentor. [S/he] helps us in getting
[the youth] clothes or any other basic needs. Anything [the youth] nefsdse] is willing to
R2 2NJ 3SGdo¢ { SNBAOSaE O NASR Rdz2S (2 RAFFSNBy
services received included:

individual therapy,
tutoring,

school advocacy,

family therapy,

life skills,

youth coaching,
medication management,
commurity outings,
mentoring and

= =4 =4 4 4 -4 -5 -2 -2 -2

parenting classes.

Caseworkers and facilitators were evenly split as to whether or not service barriers
were an issue with the cases reviewed. The greatest barrier they cited was the lack of
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consistency by the youth/families arfdllow through or motivation to succeed. In a few

cases placement changes/disruptions resulted in services stopping and starting, which could
be a challenge as well. In two cases, disputes between the caseworker and facilitator made it
difficult to come b an agreement about what services would be best for the youth. The most
common responses as to which services were lacking included placements for teenagers with
mental health needs, mentoring programs, medication management, adolescent psychiatry
and sevices for youth with special needs.

Facilitators provided examples on ways they have worked to overcome the challenges
caused by service barriers such as: making lots of calls; physically being there to make sure
youth/families follow through; staffing # case with LCA supervisors, DHHR staff and school
staff; rewarding youth for participation; working to keep placements stable; looking for
informal mentors; and teleeonferencing with doctors or getting them to prescribe for
months out.

Nearly all stakeblders reported that wraparound facilitators identify and/or reward
the success that youth achieve, and facilitators stated that determining the best reward
comes down to figuring out what motivates each individual. In two cases, youth reported the
facilitator does not recognize their success but also stated that there has not been much, if
any, success at this point any way. Some of the most common rewards for youth received
from facilitators were trips out to eat, specific gifts the youth wanted or needgiing out to
participate in fun activities, verbal praise/acknowledgment and going to the movies.
Stakeholders also reported successes youth have achieved. A few of the more frequent
responses included improvements in the following: behavior, gradesaetitendance,
family relationships/communication and social skills. Wraparofawilitatorsmonitored case
progress in a variety of ways, such as through frequent contact with youth/families, provider
reports, the CANS, monthly progress reports on theecand monthly wraparound team
YSSGAy3ad 2KSy e2dziKkTlFYAf& LINPINBaa ¢l a aidzy
sees they are struggling [s/he] calls me and we do a home visit together and try to see what's
going on and remind the family thateasneed to make progress and see what's going on so
S OFly 3SG o101 2y (NI O] ®¢

Caseworkers, youth and parents reported that in most cases wraparound facilitators
were diligent and, for the most part, successful in getting youth to make active decisions in
2y32Ay3 LI LFYyyAy3a FOGAGAGASAD C2NJ SEFYLX S 2yS
youth] by keeping the dialogue open with the youth, getting them to speak about their
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future, their hopes and dreams. [The youth] wants to be a nurse, so thigdi#or got

[him/her] tutoring, helped [him/her] find programs for college and getting a

nursing/LPN/assistant nurse certificatieall of this came from [the youth] as the program

gSyil 2ydé Ly GKS NBYFAYAYy3I TFSg niy castwiorkerkK SNE @& 2
reported that facilitators made substantial efforts to engage youth in service planning, but
engagement was a challenge due to parental issues, lack of motivation or interest from the
@2dziK FYyR @2dziKaQ &aSNAR2dza YSyidlf KSIFfGK AaadzsS

Heretoo, the fidelity surveys asked facilitators and caseworkers about the extent to
which required tasks were performed during this phase of wraparound. Based on the low
response rate for caseworkers, results for the wraparound facilitators are only inclaoded
Figure 5.

Figure 5. Plan Implementation Phase Required Facilitator Activities

| continually assess team members’ satisfaction with the
process and assist team members in the process of conflict
resolution.

| ensure that a collaborative team approach is utilized to
continually revisit and update the plan.

| encourage the team to acknowledge and celebrate
SUCCESSes.

| check in with team members to follow up on progress and
identify and obtain needed resources.

| hold family team meetings at least every 30 days.

il
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Nearly all 35 wraparound facilitators who responded to the survey reported
O2YLJX SGAy3 ff 2F GKS NBIjdzANBR OFaSég2N)] I OlGAQ
during the Plan Implementation Phase.

Phase IV: Transition
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The purposes of the Transition Phase are to plan for the end of wraparound services
gKSYy GKS (SryQa 32K fa IyR 202S00A0Sa KIF @S 0o6SS
type of ritual to celebrate success and to formally discuss where the family can goganhel
the future.

Of the 14 closed Safe at Home cases in the sample, eight had successfully graduated
the program, and thus, completed the Transition Phase. Stakeholders from the eight
completed cases reported that the team knew the youth was ready tougdSafe at
Home because all the goals set forth had been achieved. All interviewees stated that
facilitators held some sort of celebration for youth/families to symbolize graduation from the
program. Often times gifts were given to the youth and in aptewases scrap books with
pictures of the journey were also given. Youth, parents and facilitators stated that at the
OSt SoONYGA2Y (KS 3INRdzL) RA&aOdzaaSR (KS e2dzikKaQ
throughout the life of the case. In five of the eigl#seswraparound facilitators gave youth
a diploma/certificate, and in a sixth case the facilitator gave the youth a closing letter listing
all of the successes. All stakeholders reported that the wraparound facilitator provided the
youth/family with information on where to go for help in the future should it be necessary.

In most of the cases, the wraparound facilitator offered themselves as a resource should
issues arise in the future.

LCA and DHHR fidelity surveys asked facilitators and caseworkeristaé extent to
which required tasks were performed during each phase of wraparound. Results are limited
to the surveys completed by wraparound facilitators, as displayed in Figure 6.
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Figure 6. Transition Phase Required Facilitator Activities

| create a plan for checking in with the family once the formal
wraparound process ends.

| encourage the team to create a culturally appropriate
“commencement” celebration that is meaningful to the youth,
family and team and recognizes their accomplishments.

| create a document that describes lessons learned, what
worked well and what did not, and successes of the process.

| guide the team in creating a plan that addresses crises that
may occur after the wraparound processis complete.

lidentify services and supports that will continue to meet the
youth’s and family’s needs and persist past termination of the
formal wraparound process.

L
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Compared to facilitator responses of required casework activitieshe first three
phases of wraparound, required activities are not being completed as regularly for the
Transition Phase. Fexample just over half (51%) of the facilitators responded that they
G!'ftoleae 2NJ aCNEBIjdzSy it &¢ ddessBrs iéedned, whatkvarkedzy Sy G
well and what did not, and the successes of the process. It is particularly concerning that only
pT LISNOSYyd 2F (GKS FFLOAtAGIG2NB a!fgleaeg 2N acC
family once services end.

DHHR and LCA Staff Program Blry

In addition to the questions regarding fidelity, LCA and DHHR staff who patrticipated in
the survey were asked about the extent to which they agreed with statements regarding
their buy-in to Safe at Home and also generalhgit perceptions as to whether or not Safe
Fd 12YSQa AYLX SYSyldlradAazy KFra 3I2yS a LEIFIYYySRo®
statements asked of LCA staff.
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Figure 7. LCA Staff Responses to Program Buy-In & Perception Statements

Goals and strategies are tied to observable or measurable
indicators of success.

Despite challenges, the team persists in helping the families to
meet their goals.

There are adequate services in the community to fulfil the
service plan.

The wraparound process and service plan build on and enhance

the families’ capabilities, knowledge, skills, and assets.

The wraparound process creates an environment that focuses on
the youth and family’s strengths so that they feel comfortable...
The wraparound process demonstrates respect for and builds on

the values, beliefs, culture, and identity of youth and their...
Services and support strategies integrate the youth into his or
her community.
Services and support strategies take place in the least restrictive
setting for youth and their families.
The team members work cooperatively, sharing in the
responsibility for plan implementation and success.
The wraparound team supports the family through formal and
informal supports and community relationships.
The wraparound team consists of individuals agreed upon by the
family.
Family perspectives are elicited and prioritized in planning for
children.

The wraparound process is designed to be family driven.

The DHHR caseworkers are the main link between the facilitator
and the family.

The wraparound facilitator is responsible for teaching the family
team important skills such as brainstorming, conflict resolution...
Wraparound facilitators take an active role in the collaboration
with the team.

The wraparound process decreases the family’s frustration by
making the system easier to navigate.

Safe at Home helps to increase the number of children who can

remain safely in their homes and communities.
Safe at Home helps to reduce the number of children living in
West Virginia's congregate care facilities.
Safe at Home helps to reduce the number of children living out-
of-state in congregate care facilities.

Safe at Home referral processes operate smoothly.

Safe at Home eligibility criteria are clear and followed by DHHR
staff.
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Overall, LCA staff btip and perceptions of program success were relatively high,
withy2aid adlraSySyida StAOAGAY3T af{GNRy3If& ! ANBSE
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which stand out as not following this trend as they received very mixed responses. First, only
53 percent of LCA staff believed there were an adequate amount of seiwites

community to fulfill service plans. The second item was related to DHHR and LCA teamwork,
where only 53 percent of LCA staff believed caseworkers were the main link between the
facilitator and the family.

Figure 8 provides similar feedback from therspective of DHHR staff.
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Figure 8. DHHR Staff Responses to Program Buy-In & Perception Statements

Goals and strategies are tied to observable or measurable
indicators of success.

Despite challenges, the team persists in helping the families
to meet their goals.

The wraparound process builds on and enhances the families’
capabilities, knowledge, skills, and assets.

Planning is customized to strengths and needs of the children.

The wraparound process demonstrates respect for and builds
on the values, beliefs, culture, and identity of the children...

Services are adequate and available to fulfil the plan.

Services and support strategies integrate the youth into hisor
her community.

Services and support strategies take place in the least
restrictive setting.

The team members work cooperatively, sharing in the
responsibility for implementation and success.

The wraparound team supports the family through formal,
informal and community relationship.

The wraparound team consists of individuals agreed upon by
the family.

Family perspectives are elicited and prioritized in planning for
children.

Referrals to Safe at Home adhere to the eligibility criteria.

Judges are on board with Safe at Home.

Safe at Home helps to increase the number of children who
can remain safely in their homes and communities.
Safe at Home helps to reduce the number of children living in
West Virginia’'s congregate care facilities.

Safe at Home helps to reduce the number of children living
out-of-state in congregate care facilities.
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DHHR staff responses indicate relatively high-inufor Safe at Home and positive
overall perceptions of the program. Similar to LCA staff, DHHR staff held mixed views as to
whether or not services were adequate and avdgato fulfill service plans.

Successes and Challenges
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Interviewees were asked about the various successes and challenges that occurred
with the 40 cases selected for review as well as any suggestions for program improvements.

Facilitators and caseworkepsovided examples of what has worked well for the 40
cases reviewed; Table 3 offers the opportunity to review the extent to which their responses
were similar as well as how they differed.

Table 3. Most Common Facilitator and Caseworker Perceptionsase(Success Factors

Facilitator Responses (most common to least Caseworker Responses (most common to least

Youth/Family Voice and Choice Relationship Between the Youth and Facilitator
Youth/Family Motivation to Succeed Proactive and Persistent Faaliors

Consistency and Flexibility of the Facilitator | Extra Support of the Facilitator

Changing the School Environment Team Collaboration and Effort

Reevaluating and Changing Approaches L, 2dziKkCl YAfeQa az20A0!I
Low Turnover of the Formal Sport Team Thorough Insight into the Youth/Family

/' FaSg2N] SNRAQ GKNBS Y2ad O2YY2y NBalLlyaSa A
to case success with Safe at Home were all about the diligent work of facilitators. One
Ol 4S8 2NJ] SNJ &l A Rbuntioltime sientyby thelfeilitaior itk [Se youth]
contributed to the success of [his/her] program. In general, | think that the Safe at Home
program works because there is an extra persorsite@ at the youth's home and school,
interacting with thefamily and not having caseworker responsibilities, so the facilitators
spend time connecting to the youths, and this is what really makes the difference. They see
FANBOKFYR ¢6KIO 0KS ySSRa INBZ |yR KI@S GKS NB
WNI LI N2dzy R FIFOAEAGFG2NARQ Gé2 Y2ad 02YY2y NBA&L
youth/family in making the case successful.

All youth reported that Safe at Home has been helpful to them. A few youth reported

that if not for Safe at Home, they woulifely be in placement. All parents reported positive

2O0SNI £t AYLINSBaaAz2ya 2F GKS LINRPIANIY gA0GK 2yS a
Virginia, whenever anything happens, the only solution DHHR gives you is for your child to go
into state cwstody, because you can't get services and help unless the state has custody. This
is weird. Like you can't get help unless you give up everything? Safe at Home gives support
FYR &aSNWAOSa gAGK2dzO IAGAYy3I dzZlJ OdzaG2Re | YR

48

QX
0p]

SemiAnnual Progress RepdirtOctober 31, 2017



Safe at Home West Virginia

Nearly half he youth and most of the parents reported that having the extra support
of the wraparound facilitator was the best part of Safe at Home. Other program favorites
shared by youth were getting involved in the community, finding a placement that was a
good fit, crisis planning and learning social skills. Parents shared what they liked the best
about Safe at Home and this included the use of creative and flexible services, the
y2y2dzRAYSy il f Sy3ar3asSySyid 2F e2dziKk Flrvides ASa |y
when progress is stalled.

Caseworkers and wraparound facilitators mostly agreed about what some of the most
difficult challenges were with Safe at Home cases. The five most common responses were:
youth/family engagement; youth behavior, serious nedrhealth issues or trauma recovery;
family conflict or problems with the home environment; poor placement choices; and
obtaining services for youth/families.

Nearly all youth agreed that the program does not need any changes or
improvements, but two yoth did report that it can be overwhelming to have so many
ASNIAOS LINPOARSNB Ay@2ft SR i 2yO0S® t I NBydGaQ
IANBFGtesr odzi | O2dzLJ S NBLR2NISR GKFG SyadzNay3
and that openig up the program to younger kids were areas that could be addressed.

2N} LJ NPdzy R FILOAEfAGIFO2NBRQ Y2ad O2YY2y NBO2Y
included better/faster communication from caseworkers. One facilitator suggested that a
solution to the communicabn barrier might be in giving facilitators more legal decision
making authority/power so they would not be at the mercy of getting ahold of caseworkers.
The second most common recommended change for Safe at Home from wraparound
facilitators was that the &seload of ten is too high. One facilitator suggested that the State
should implement a caseload tier system so that those with morécdlffcases are assigned
fewer.

/' FaSe2N] SNEQ GKNBS Y2aid 02YY2y |yagSNaE 6KS
mitigate the dallenges faced were finding more positive peer influences for youth, finding
ways to ensure youth consistently attend therapy and better engagement skills which may
aid in figuring out how to motivate youth to want to be successful.

Summary of ProcesBvaluation Results

49
SemiAnnual Progress RepdirtOctober 31, 2017



Safe at Home West Virginia

Overall, LCAs did well with conforming to the requirements of the Safe at Home
model and improvements were also noticed over time in wraparound and crisis safety
planning. However, one area where multiple LCAs fell short was in mebé&ngquired
timeframe for completing initial wraparound plans. Additionally, one agency in particular did
not meet the required timeframes for initial CANS assessments or crisis safety plans by a
large margin and when this agency was excluded from tladyars, it was demonstrated that
the remaining eight LCAs did in fact meet these timeframes.

Ly &ALIAGS 2F GNIY LI NRPdzyR FLOAETAGFIG2NARQ O2yaAa
natural supports, the vast majority of youth/families did not want ets involved or did not
feel as though they had any natural supports available to involve. In the few cases where
supports were identified, half of them only included a formal support system. One of the key
tenets of wraparound is in building and maintaigia strong natural support system so that
when Safe at Home, DHHR and other formal supports leave, the youth/family will still be able
to maintain their success without reliance on formal supports and systems.

The three most common goals youth/familieachwere improvements in grades,
behavior and school attendance. Stakeholders also reported that these were also the areas
in which the greatest level of success has been witnessed, indicating that Safe at Home
teams are working hard to ensure youth achigkie goals set forth, and they are actually
accomplishing what they have set out to do.

The five most common challenges shared by facilitators and caseworkers were:
youth/family engagement; youth behavior, serious mental health issues or trauma recovery;
family conflict or problems with the home environment; poor placement choices; and
obtaining services for youth/families.

Outcome Evaluation Results:

Youth Cohort Analysis
Between the start of Safe at Home and September 30, 2017 1y@b8h statewide

5 The numbers of youth reported ByZA and the State may differ slightly because the State utilizes weekly tracking
logs and HZA relies on quarterly FACTS extracts for data. Delayed data entry also contributes to small changes in
the numbers of youth reported per cohort in each seannualevaluation report.
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have been referred to the program. For the analysis of outcomes, youth are divided into six
month cohorts based on the dates of referral to the program (Table 4). The analysis
currently includes youth from four cohorts. All youth from Cohorts I, Il drithile been in

the program for at least six months which means sufficient time has passed to measure
outcomes for them. The data presented for youth in Cohort IV are limited to descriptive
information.

Using data from FACTS, the matched comparison gneeps selected using
Propensity Score Matching (PSM). The comparison pools are drawn from youth who meet
the Safe at Home referral criteria (age-12 with a mental health diagnosis in eot-state or
in-state congregate care or at risk of entering thipéyof placement) during SFYs 2010
through 2015. Propensity scores were calculated using age at referral, gender, race,
ethnicity, initial placement setting, count of years since the case opened, report allegation,
number of prior placements, evidence of akis one diagnosis and if the youth was ever in a
jail, psychiatric hospital or group home. These scores were matched using a nearest neighbor
algorithm to select a comparison group that is statistically similar tardsgtment group
(see Appendix P

Table 4. Outcome Analysis Cohorts

. Number

Cohort Group Referral Period of Youth
| Treatment October 1, 2015 March 31, 2016 124
Comparison SFY 201Q 2015 124
i Treatment April 1, 2016; September 30, 2016 226
Comparison SFY 201Q 2015 226
" Treatment October 1, 2016 March 31, 2017 299
Comparison SFY 201Q 2015 299
v Treatment April 1, 2017 September 30, 2017 409
Comparison SFY 201Q 2015 409
Total Treatment October 1, 2015 September 30, 2017 | 1,058
Comparison SFY 201Q 2015 1,058

Unless otherwise specified, outcome measures are examined at or within six and
twelve monthspostreferral to Safe at Home. For this report, six and twelve month
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outcomes are analyzed for youth in Cohorts | and Il; given the amount of time which has

elapsed for youth in Cohort IlI, the analysis is limited to six month outcomes.

Youth Placement Changes

Table 5 examines the placement of Safe at Home youth from Cohorts | through IlI
when they were referred to the program and six months later.

Table 5.Safe at Home&Youth Placements at Referral and Six Months

Cohort |
Placement after Six Months
Out-of- :
Placement In-State Family
State Emergency Total at
at Referral Congregate Foster | Home
Congregate Shelter Referral
Care Care
Care
Out-of-State
Congregte 10 4 1 2 13 30
Care
In-State
Congregate 1 11 3 2 20 39
Care
Emergency
0 2 0 0 1 5
Shelter
Family
0 2 0 0 0 2
Foster Care
Home 6 6 3 0 32 48
Total at Six
17 25 7 4 66 124
Months®
Cohort Il
Placement at Six Months
Placement - v of In-Stat E Fami Total at
at Referral ut-of- n-State mergency amily Home otal a
Stae Congregate | Shelter Foster Referral
611 AaAE Y2yiKa GKSNB 6SNB GKNBS e2dzikKk Ay RSiGSyilGArzy
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Table 5.Safe at HomeéYouth Placements at Referral and Six Months

Congregate | Care Care
Care
Out-of-State
Congregate 3 2 1 0 12 18
Care
In-State
Congregate 3 26 4 2 38 74
Care
Emergenc
L 0 6 4 3 4 18
Shelter
Family
0 2 2 4 3 11
Foster Care
Home 0 10 3 2 87 105
Total at Si
4 6 46 14 11 144 226
Months’
Cohort Il
Placement at Six Months
Out-of- :
Placement In-State Family
State Emergency Total at
at Referral Congregate Foster | Home
Congregate Shelter Referral
Care Care
Care
Out-of-State
Congregate 3 0 0 1 7 11
Care
In-State
Congregate 0 9 2 6 44 62
Care
Emergency
0 0 1 0 5 6
Shelter
Family
1 1 2 8 1 13
Foster Care
TG AAE Y2yiKa GKSNB 6+a& 2yS &2dz2ik Ay RSGSyidAzy
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Table 5.Safe at HomeéYouth Placements at Referral and Six Months

Safe at Home West Virginia

Home 4 30 6 6 159 207
UeiE!| £ ST 8 40 11 21 216 299
Months®

When looking at the placement changes of Safe at Home youtrerferere in

congregate care and more were living at home six months-pefstrral in all three cohorts.
For Safe at Home youth in Cohorts | and Il who began in congregate care, ottlyirdnsere
living in congregate care six months after referral and groportion was further reduced

for youth in Cohort lll (16%)

Conversely, one in four of the treatment youth from Cohort | who were living at
home at the time of referral were in congregate care six months later, as were both of the
youth referred whié in a foster home. The results show some improvement for Safe at
Home youth from Cohorts Il and 11l with only one in six youth on average who started in their
home or in a foster home placement living in a congregate setting six months later.

Table 6 &amines the placement changes one year following referral to Safe at Home
for youth in Cohorts | and II.

Table 6. Safe at Home Youth Placements at Referral and Twelve Months

Cohort |
Placement at Twelve Months
Placement at Out-of-State | In-State Family
Referral Congregate Congregate Emergency Foster | Home Total at
Shelter Referral
Care Care Care
Out-of-State
5 4 3 2 15 30
Congregate Care
In-State
3 8 3 2 21 39
Congregate Care
Emergency Shelter 0 2 0 5
Family Foster Care 0 0 1 0 1 2
8Atsixmonthsthers SNB (g2 €2dziK Ay RSGSydAz2y FyR 2yS @&2dziK
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Table 6. Safe at Home Youth Placements at Referral and Twelve Months

Home 6 8 2 1 31 48
Total at Twel

otal at Twelve 14 22 9 5 70 124
Months?®

Cohort Il
Placement at Twelve Months
Placement at Out-of-State | In-State Family
Emergency Total at
Referral Congregate | Congregate Foster | Home
Shelter Referral
Care Care Care
L f_

Out-of-State 4 1 0 1 12 18
Congregate Care

In-State 6 18 4 6 37 74
Congregate Care

Emergency Shelter 5 2 6 3 18
Family Foster Care 2 0 4 4 11
Home 23 0 2 71 105
Total at Twelve

19 49 6 19 127 226

Months1©

As might be expected, the trends in both directions continued atltkenonth point,

but the changes were not large. Most of the effects in both directions appear to occur within

the first six months.

Contrasting the placement changes of youth in the comparison groups to those in the

treatment groups offers an additionabpportunity to assess the impact of Safe at Home.
Figure 9 compares the placements of Safe at Home youth with the corresponding
comparison youth for Cohort | at referral and at six and twelve months following referral.

9 At twelvemonths,i KSNB 6 &

2y§

82dzikK Ay RSGSydArzy

by R

10 At twelvemonths, there were two youth in detention, ongouth in transitional living and three youth with a

adl Gdza 27
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Figure 9. Percentage of Youth by Placement Type at Referral and Sixand 12
Months Post Referral - Cohort |
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Both the treatment and comparisagroups experienced reductions in congregate
care placements (istate [IS] and oubf-state [OOS]) between referral and six and twelve
months. The reductions in congregate care placement were more dramatic for Safe at Home
youth at six months than for coparison youth, but this trend reversed at twelve months. In
regard to youth living at home, both treatment and comparison groups experienced
increases at six and twelve months, with a more substantial increase witnessed for Safe at
Home youth at six monthdAt twelve months the percentage increase of youth living at
home was more prominent for youth in the comparison group (44% increase for Safe at
Home youth and 82% increase for comparison youth).

Similar to Figure 9, Figure 10 compares the placemen&atd at Home youth with
the corresponding comparison youth at referral and at six and twelve months following
referral for youth in Cohort 1.
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Figure 10. Percentage of Youth by Placement Type at Referral and Sixand 12
Months Post Referral - Cohort Il
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an outof-state congregag care placement at referral, the comparison group experienced no
reduction at six months but Safe at Home youth had a 63 percent decrease in youth living in
out-of-state congregate care. However, the same percentage of Safe at Home youth were
living in ou-of-state congregate at twelve months as they were at the time of referral while

a smaller percentage of comparison youth were living inafuttate congregate care twelve
months later. Both treatment and comparison groups had reduced percentages df yout
living in instate congregate care at six and twelve months. At six mqmilespercentage
decrease was more substantial for Safe at Home youth, but the opposite was true at twelve
months.

Figure 11 compares the treatment and comparison group placemfamtCohort Il at
referral and six months after referral.

57
SemiAnnual Progress RepdirtOctober 31, 2017



Safe at Home West Virginia

Figure 11. Percentage of Youth by Placement Type at Referral and Sixand 12
Months Post Referral - Cohort lli
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Overall, Safe at Home youth from Cohort Il displayed more positive placement
changes at six months than did youth in the comparison group. There was a smaller
proportion of Safe at Home&outh in out-of-state congregate care at six months, whereas the
comparison population actually experienced a slight increase. Safe at Home youth had a 38
percent reduction in irstate congregate care placements at six months and the comparison
group only had a eight percent decrease. Both treatment and comparison groups had a
higher percentage of youth living at home at six months, although the degree of change was
small for both groups. Placement change results for Cohort Il are similar to the first two
coharts, with Safe at Home youth showing greater improvements at six months.

In looking at the overall statistical significance of youth placement changes at six and
oSt @S Y2yuKa F2NI It G§KNBS OHfeatHamg@outh NI (YSy
per2 NYSR 6SGGSNI 2y it odzi 2yS YSIaAdz2NBd [/ 2K2 NI
out-of-state congregate care at a statistically significant rate (p<.01) and the same was true
for in-state congregate care at six months for Cohort Il (p<.05) and Cah(kI01).
| 26 SOSNE G G6St@S Y2yidKa / 2K2NI LQa O2YLI} NRa
statistically significant rate (p<.05).
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Another way to evaluate the impact of preventing placement into congregate care is
to simply comparetie results for youth in the treatment cohorts with those in the
comparison cohorts who were in a lower level of care at the time of referral. The placement

Congregate Care

Safe at Home West Virginia

settings of youth placed in lower levels of care, i.e., their own homes, family foster care or an

emergency shelter, were examined at six and twelve months following referral (Table 7). At
six months a higher percentage of youth in the treatment group from Cohorts | and Ill were
placed in congregate care as compared to youth in the comparison groupgvdn at six
months a smaller percentage of Safe at Home youth in Cohort Il had experienced an initial
congregate care placement at a statistically significant rate (p<.05) compared to youth in the
comparison group. At twelveonths,a higher proportion 6Safe at Home youth from

Cohorts | and Il had moved to congregate care than did youth in the comparison group,

though the margin was smaller between the treatment and comparison groups for youth in

Cohort Il (but not at a statistically significant rate).

Table 7. Percentages of Youth from Lower Levels of Care to Congregate Care
Number
Referred at
a Lower

Cohort

Group

Percent in
Congregate Care at Congregate Care at
12 Months

Percent in

| Treatment 55 29% 29%
Comparison 55 25% 16%

i Treatment 134 13% 29%
Comparison 119 24% 20%

" Treatment 226 16% -
Comparison 212 13% -

Table 8 displays the results for youth in which sufficient time had passed since having
exited to a lower level of care from a congregate care setting to measteatry into

O2yaANB3IFGS OF NBo
congregate care six months following discharge to a lower level of care than there was in the

comparison group, but the opposite was true at twelve mongtatistically significant at

AYlFEfSNI LINPLER2NIAZ2Y 27F

twelve months at p<.01). For Cohort Il, more Safe at Home youth hadtezed congregate
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care at six months than did youth in the comparison group. None of the six month results
were statistically significant.

Table 8. Ratef Congregate Care Rentry

Number of Youth Number of Youth
Percent of
Moved to Lower Level  Percent of Moved to Lower ReEntr
Cohort Group of Care From ReEntry at Level of Care From at 12 Y
Congregate Care at6 6 Months Congregate Care at
Months
Months 12 Months
Treatment 35 29% 28 43%
Comparison 38 39% 38 13%
' Treatment 38 39% - -
Comparison 79 30% - -

While Safe at Home youth seem more likely to enter congregate care than their
historical comparisons, they spend much less time in thosenggttiTable 9 identifies the
average number of days youth spent in congregate care. Safe at Home youth from all three
cohorts spent fewer days in congregate care within six months of referral than youth from
the corresponding comparison groups. The same tnasat twelve months for Safe at
Home youth in Cohorts | and Il. All results were statistically significant (all at p<.01).

Table 9. Average Length of Stay in Congregate Care Within 6 and 12 Mont

Average Days in Average Days in
Cohort Group Congregate Care Congregate Care Within
Within 6 Months 12 Months
Treatment 100 168
! Comparison 156 229
Treatment 85 145
! Comparison 125 224
Treatment 61 -
. Comparison 128 -

Home Counties
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Another goal of Safe at Home is to increase the numbegoath living in their home
communities. To measure the extent to which this goal has been achieved, movements of
youth leaving their home counties and returning to them are examined at six and twelve
months postreferral; these results are provided in Tdle 10. The overall percentages of
county movement in both directions, positive and negative, were higher for the treatment
group, which may indicate that closer attention is being paid to youth in Safe at Home.

Table 10. Youth County Movements

Percent at 6 Percent at 12
Cohort Group
Months Months
From HomeCounty to Outof-County
| Treatment 31% 30%
Comparison 20% 15%
i Treatment 18% 26%
Comparison 21% 16%
Treatment 17% -
. Comparison 14% -
From Outof-County to HomeCounty
Treatment 61% 66%
! Comparison 30% 63%
0 Treatment 61% 59%
Comparison 37% 56%
" Treatment 81% -
Comparison 42% -

At sixmonths,a higher proportion of Safe at Home youth from Cohorts | and Il had
moved out of their home counties than did youth from their @sponding comparison
groups. The opposite was true at six months for Safe at Home youth in Cohort II, with a
smaller proportion of Safe at Home youth moving -@ftcounty than their comparison
counterparts. At twelvenonths,a higher percentage of Safe ldbme youth from Cohorts |

1 Instances where youth move ouf-county because of placement with a parent or relative foster placement are
not included in the analysis, as these are more idedirsgg for youth to achieve permanency than merely living
within the homecounty.
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and Il had moved oubf-county. However, none of these results was statistically significant.

On the other hand, at both six and twelve months and for all three cohorts, Safe at
Home youth returned to their homeounties more den than did comparison youth. These
results were statistically significant for all three cohorts at six months (all at p<.01).

Foster Care

Safe at Home has two goals related to foster care (understood as aryf-batme
placement). The first is to rexte the percentage of youth who need placement outside the
home, and the second is to reduce the percentage of youth whenter following discharge
to their homes. Table 11 examines the initial entry into foster care following referral for
youth who werereferred while in their own homes. The percentage of youth with initial
foster care entries at six months was higher for Safe at Home youth in Cohorts | and I1I. A
smaller percentage of Safe at Home youth from Cohort Il had initial foster care entses at
months than did their comparison counterparts. At twelve months pe$t¢rral, a higher
proportion of Safe at Home youth from Cohorts | and Il had experienced an initial entry into
foster care than did youth in the comparison groups. Again, however 06 these results
was statistically significant.

Table 11. Initial Foster Care Entries
Number of Percent With Percent With

Cohort e Youth Initial Foster Initial Foster
Home at Care Entry at  Care Entry at
Referral 12 Months
I Treatment 48 33% 35%
Comparison 47 23% 13%
I Treatment 105 15% 31%
Comparison 93 26% 16%
" Treatment 207 23% -
Comparison 192 15% -

The rate at which youth rentered foster care at six and twelve months following
discharge to their home was also calcui@able 12). For all three cohorts, the percentage
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of Safe at Home youth rentering foster care at six months pedischarge was greater than

that of comparison youth. These results were statistically significant for Cohort Il at p<.01. At
twelve months a higher proportion of Safe at Home youth from Cohorts | and Il had re
entered foster care following discharge.

Table 12. Rate of REntry into Foster Care ‘

Rate of Foster Care Rentr Rate of Foster Care Rentry (%
Cohort Group 4 y (%)

(%) at 6 Months at 12Months

| Treatment 14% 18%
Comparison 8% 11%

' Treatment 28% 21%
Comparison 11% 14%

" Treatment 18% .
Comparison 13% -

Maltreatment

The initiative aims to increase youth safety by demonstrating decreased rates of
maltreatment/repeat maltratment. Table 13 displays the number of youth with a
maltreatment referral subsequent to referral to Safe at Home and the number for which that
referral led to a result of substantiated maltreatment. Within six (Cohorts I, Il and Ill) and
twelve months (Chorts | and Il) Safe at Home youth had fewer maltreatment referrals.
These results were statistically significant for Cohort | at six and twelve months (p<.05 and
p<.01, respectively), for Cohort Il at six months (p<.01) and for Cohort Il at twelve months
(p<.05). There were no cases of substantiated maltreatment within six or twelve months for
any youth in either the treatment or comparison groups.

Table 13. Number of Youth with a New Referral or Substantiation

Referral . Referral oy
e Subgantiation e Substantiation
Within e Within e
Cohort Group 5 Within 6 12 Within 12
Months Months Months Months
| Treatment 2 0 2 0
Comparison 9 0 14 0
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Table 13. Number of Youth with a New Referral or Substantiation
Referral Referral

e Subgantiation e Substantiation
Within e Within e
Cohort Group 5 Within 6 12 Within 12
Months Months
Months Months
' Treatment 16 0 19 0
Comparison 23 0 35 0
" Treatment 11 0 - -
Comparison 35 0 - -

Youth WellBeing

The CANStotJNP BA RS & 'y |aaSaaySyd 2F e2dzikQa
to support decision making, facilitate service referrals and monitor the outcomes of services
received. By utilizing Bur-levelrating system (with scores ranging from 0 to 3) on aeseri
of items used to assess specific domains, such as Child Risk Behaviors or Life Domain
Functioning, the CANS helps LCA wraparound facilitators and DHHR caseworkers to identify
needs/actionable items (i.e., those with a score of 2 or 3), indicating wdigeation should
be focused in planning with the youth and family.

Wraparound facilitators from the LCAs are responsible for administering the CANS
assessments to youth in the program. Once the assessments are completed, they are to be
entered into the otine WV CANS. As noted earlier, youth in the program are supposed to
receive an initial CANS assessment within 30 days of refearal subsequent CANS are to
be performed every 90 days thereafter.

A total of 367 Safe at Home youth had at least two CASS8smments completed, i.e.,
an initial CANS and at least one subsequent CANS. There are no CANS available to compare
to youth in the comparison groups, thus limiting the analysis to only youth in Safe at Home.
For the purpose of this report, the resultstbie initial CANS assessments for youth from
Cohorts | and Il are compared to those at six and twelve monthsipibstt CANS to measure
progress while in the program, with the results limited to six months for youth in Cohort IlI.

12 The standard for completing the initial CANS assessment was originally within 14 days of referral, however this
timeframe has been extended to 30 days as of a June 201&/mdiange.
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Progress is measured kye extent to which scores have improved, meaning

needs/actionable items have been reduced over time. As shown in Table 14, CANS
assessments available for analysis become more limited with the passage of time. This is due
to a variety of factors, includg inappropriate referral (for example, youth may not meet

the age requirement for Safe at Home), youth placements into a detention center, or cases
which close prior to six months because families decline participation or there is an inability
to secure facements for youth.

Table 14. Number of Youth With CANS Assessments Available for Analysis

Cohort | Cohort Il Cohort Il

Number of Youth with an
Initial CANS Assessment
Number of Youth with a Six
Month FollowUp CANS
Number of Yath Discharged
Before a Six Month FolloWwp 25 25 17
CANS can be Performed
Number of Youth Where
Enough Time Has Passed &

86 167 209

51 89 42

No Six Month CANS Was 8 0 0
Performed
Number of Youth with a 12

22 19 -

Month FollowUp CANS
Number of Youth Discharged
Before a 12Vlonth FollowUp 50 29 -
CANS can be Performed
Number of Youth Where
Enough Time Has Passed &
No 12 Month CANS Was
Performed

Table 15 provides an overview of the percentage of youth with at least one need item
selected by the various domains attgninto the program. For a closer look at the needs on
specific items within eeh domain, please see Appendix E
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Table 15. Percentage of Youth with an Actionable Item/Need on the Initial CANS Assessn

| CANS Domain Cohort | (N=86)  Cohort Il (N=167) | Cohat Il (N=209)
Child
Behavioral/Emotional 81% 7% 69%
Needs
Child Risk Behaviors 48% 43% 38%
Life Domain Functioning 91% 90% 90%
Trauma Stress Symptoms 48% 44% 28%

Across all three Cohorts, 90 percent of the youth had at least one actionable item in
the Life Domain Functioning domain followed by 76 percent of the youth in the
Behavioral/Emotional Needs domain.

Table 16 shows the percentage of youth who had a six or twelve month follow up
CANS and who also reduced at least one need in the domairefileast one item in the
domain had gone from actionable to nattionable or was no longer considered a need).

Table 16. Percentage of Youth with a Need on the Initial CANS Who Improved Scores on a
12 Month Subsequent CANS

Youth with Improved Youth with Improved
CANS Domain Scores 6 Months Post Scores 12 Months Post
Initial CANS Initial CANS
Cohort |
Child Behavioral/Emotional
Needs 51% 89%
Child Risk Behaviors 46% 71%
Life Domain Functioning 60% 90%
Trauma Stress Symptoms 40% 79%
Cohort 11
EZ!;ISBehaworaI/Emotlonal 59% 21%
Child Risk Behaviors 63% 100%
Life Domain Functioning 68% 81%
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Table 16. Percentage of Youth with a Need on the Initial CANS Who Improved Scores on a
12 Month Subsequent CANS

Youth with Improved Youth with Improved
CANS Domain Scores 6 Months Post Scores 12 Months Post
Initial CANS Initial CANS
Trauma Stress Symptoms 60% 55%
Cohort 111

Child Behavioral/Emotional

Needs 63% )

Child Risk Behaviors 63% -

Life Domain Functioning 74% -
TraumaStress Symptoms 58% -

Looking at the domain which showed the most need upon initial assessment, i.e., Life
Domain Functioning, 60 percent of the youth from Cohort | showed a reduction in at least
one item at six months; the same was true for 68 peraantouth in Cohort Il and 74
percent of youth in Cohort Ill. At twelve months, the reduction in need in the Life Domain
Functioning domain showed a marked improvement with 90 percent of Cohort | and 81
percent of Cohort Il youth having improved their scowithin the domain. Overall, the
greatest need reduction was evident in Life Domain Functioning (with the exception of
Cohort Il at twelve months, where the greatest reduction was in Child Risk Behaviors),
suggesting that while these are the most commaeds identified, they are also the ones in
which the program has been able to address most effectively.

Family Functioning

Progress in family functioning was analyzed by looking at the Family Functioning
domain of the CANS which is also broken intocefpeitems within the domain (Table 17).

Table 17. Number of Youth With Improved Scores in the Family Functioning Domain

6 & 12 Months
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Number Number of YN;:?: ?/(/i(::] Number of YN;:?: f/\r/i(tJ:\
of Youth Youth With Imoroved Youth With Imoroved
With a 6 Month Sfores 5 a 12 Month Sczres 12
Need on CANS & CANS &
N Months Months
Il NEEeI QT After Initial NS I After Initial
CANS Initial CANS CANS Initial CANS CANS
Cohort |
Physical 5 1 1 1 1
Health
Mental
2 2 0 1 1
Health
Subsaince
1 1 1 1 1
Use
Family 23 17 10 7 6
Stress
Residential . 4 3 3 5
Stability
Total 28 18 11 8 7
Cohort Il
Physical
15 8 2 2 2
Health
Mental
5 2 2 1 1
Health
Substance 5 3 5 5 1
Use
Family 28 15 6 3 1
Stress
Res@.entlal 10 5 5 5 5
Stability
Total 44 23 9 5 3
Cohort Il
Physical
7 1 1 - -
Health
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Table 17. Number of Youth With Improved Scores in the Family Functioning Domain
6 & 12 Months

Number Number of 5;:?2 ?/(/i?:] Number of YN;:?: 3{/5:]
of Youth Youth With ——— Youth With Imoroved
CANS With a 6 Month Sfores 5 a 12 Month Sczres 12
IENS Need on CANS & CANS &
. Months Months
Il NEEe @l After Initial NES E After Initial
CANS Initial CANS CANS Initial CANS CANS
Mental
2 2 - -
Health 9
S
ubstance 3 2 0 ] ]
Use
Family 31 11 7 ) _
Stress
Resu'j.entlal 16 4 5 ] ]
Stability
Total 41 11 7 - -

Family Stress was identified as the most common need item for youthtimree
cohorts on the initial CANS, followed by Residential Stability for Cohorts | and Il and Physical
Health for Cohort Il. By six months, 59 percent of the youth in Cohort | saw a reduction in
Family Stress; the same was true for 40 percent of yautBohort Il and 64 percent in
Cohort Ill.

The numbers of youth with assessments available for analysis at twelve months are
limited. However, of the seven Cohort | youth who had identified Family Stress as a need on
the initial CANS and had a twelve ntlotfiollow-up, six no longer had Family Stress identified
as a need at twelve months; this was the case for one of three Cohort Il youth at twelve
months.

Youth Educational Functioning

Interviews with youth, parents, wraparound facilitators and casewoskrom the 40
selected fidelity cases were used to explore improved educational functioning. A total of 79
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stakeholders were interviewed and all provided information on youth progress and
challenges related to education. This section of the report pesia summation of their
responses.

Youth from all but two cases were enrolled in school for the fall 2018 semester. For
the two youth who were not enrolled, one had run away and the other was planning to sign
up for the GED. In a third case the youth, gaent and facilitator reported that the youth
was advocating to drop out and his/her status was currently undecided. Youth from
approximately half the cases were attending (or set to attend in the fall) school in some form
of an alternative learning emanment. Some examples of alternative learning included at
home/online education, vocational/technical schooling and military based academies.

Youth from all but a few cases were in the appropriate grade level for their age. A few
youth had individual edeation plans (IEPsS) to address academic challenges and learning
deficiencies. For youth that were not able to keep up with their grade level, parents provided
reasons as to why this is the case, including a lack of effort by the youth, lack of placement
stability, behavioral issues, drugs, poor peer associations and the parent not being strict
enough. Stakeholders held mixed views as to how well youth were currently doing
I OF RSYAOFfftes t£SIFYyAy3a G2 NR | tAGORS 20SNI KI
good.

Most youth were in different schools or different school settings than they were prior
to Safe at Home involvement. Wraparound facilitators and caseworkers shared that changes
in school settings were most often the result of youth placementhges or youth needs
which necessitated moves to new schools (or at least new school settings) as a way to
address those concerns.

I FS¢g LINBylhaxs FFLOAtAGFEG2NR yR OlF&aSg2N] SN
RSOAaA2Y (2 OKL y3Siroinfed had 2sidte&iQimprdv&ligiidéss Thd Sy @
sentiment was echoed by a few wraparound facilitators with one providing the following
SEFYLX ST Gw¢tKS @82dzi K8 R&eéhlaiidgddvery mOle8ywiBB> odzi 6
[S/he] does better in smalledass settings where they are more hands on with the work.

Now [s/he] actually enjoys learning and went from being in danger of failing in [the public
school setting]toa 3.0atvda SOK®¢ Ly OF 4aS&d gKSNB @&2dzi K 6 SNB
achievement, waparound facilitators from nearly all of those cases reported that this was
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due to youth refusal to participate and complete the work. In a couple of cases behavior
issues at school and skipping school were identified as the causes of poor grades.omeonly
or two cases were challenges with learning the material identified as the cause of poor
grades.

Interviewees were asked how well youth were doing in regard to their peer
relationships and responses across stakeholders were evenly split, with hatfingpo
positive and the other half reporting negative peer relationships. One parent shared his/her
FNHZAGNF GA2Yy a0l dAy3ar Go{ kKS8 OFly FT2N¥Y 02y Ra ¢
appropriate peers. [S/he] makes friends, but [s/he] steals amdingy. In three days, the
FNASYRAKALI Aa 20SNX¢ 2KSy @2dziK aidNHzZZ3f SR gAl
identified was inappropriate relationships with peers via hanging around bad influences or
not understanding appropriate boundaries. Ineavfcases stakeholders reported that poor
LISSNJ NBf A2y aKALA 6SNB GG NARodziSR (G2 GKS & 2d:

Most youth were not involved in extraurricular school activities. Wraparound
facilitators indicated this was primarily due youth refusing to participate or having no
interest in any of these activities and/or youth having gotten in trouble in school or having
grades too low to permit participation. Those youth who did participate in school activities
were most often involvedh sports followed by band/choir, volunteer groups and military
oriented groups such as the Junior Reserve Officer Training Corps (JROTC).

Prior to Safe at Home, most youth had a history of school suspensions and in a couple
cases, expulsions. Parentpoeted some examples of what caused these disciplinary
actions, including skipping school, fighting with peers and vandalizing. Wraparound
facilitators and youth from nearly all cases reported marked improvement in youth
involvement with disciplinary actis at school, yet caseworkers and parents were almost
evenly split as to whether positive change had been evidenced. One facilitator withnessed the
OKFy3aS Ay | e2dzikz aidldAy3as a2KSy AdG Oft AO01SR
source of negativityn [his/her] life, [s/he] stopped getting in trouble in and out of school
because [s/he] stopped hanging around them. In ltieginning | got called over three times
RdzS G2 LIRftAOS 60SAy3a Ay@g2t SR 06S0OFdzaS 2F FAIKG

Summary of Outcome Evaluation Results
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Overall, Safe at Home outcomes generally followed an interesting pattern, where Safe
at Home youth do better than comparison groups for the first six months, but these
successes have dissipated by twelve monthghAsvaluation continues it will be important
to understand what is happening with Safe at Home cases between six and twelve months
that is potentially causing this change. This trend is especially apparent in Cohort II,
indicating a need for further exptation as to what makesthis group different in comparison
to the others. As noted in the process section, the overall Safe at Home population appears
to be changing drastically with each cohort. Most notably, the population has become
increasingly prevembn based/focused as time goes on. This is one area where exploration
will begin.

Safe at Home youth from all three cohorts spent fewer days in congregate care within
six and twelve months of referral and all congregate care length of stay results were
statistically significant. These results indicate that while Safe at Home youth may have more
AyaulyoSa 2F aNBtlLASE g KA OEntnf, BdreRvork i8 beidg y I NB 3 |
done to ensure that Safe at Home youth do not spend an excessive arabtimie in these
placement settings and are stepped down to lower levels of care as soon as feasibly possible.

At six and twelve months a greater proportion of Safe at Home youth from all three
cohorts had returned to their homeounties than did compars youth (results were
statistically significant for all three cohorts at six months). Safe at Home youth also had
higher percentages of overall movement in both directions than did comparison youth,
indicating that more active work is being done on Sdfelame cases and placement options
are more readily explored.

Within six and twelve months Safe at Home youth had fewer maltreatment referrals.
These results were statistically significant for Cohort | at six and twelve months, Cohort Il at
six months ad Cohort Il at twelve months. There were no cases of substantiated
maltreatment within six or twelve months for any youth in any of the treatment or
O2YLI NA&az2y 3ANRdzLJAD® LG A& LIaaAroftsS GKIFIG GKS {1
family strengths hashifted caseworker and service provider decisinaking, where they
may be more prone to identify protective factors in families which mitigate risk and thus
eliminate the need to file reports.

Cost Evaluation Results:
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The cost evaluation is used to deteine whetherSafe at Home West Virginissmore
effective and more efficient from a cost perspective than traditional methods used in West
+ANHBAYAIFI Qa OF aSg2N] @

Four research questions guide the evaluation of costs.

1 Are the costs of providing the Waiveervices to a youth and family
less than those provided before the Waiver demonstration?

1 How does Safe at Home alter the use of federal funding sources as well
as state and local funds?

1 What is the cost effectiveness of the program?
1 Is the project cost newal?

The cost analysis for this reporting period focuses on the costs ebfdubme care
and feefor-services costs, comparing costs incurred for youth in the treatment groups to
those in the comparison groups for Cohorts | and Il. It also providesipsgl of the
contracted costs for services provided by the wraparound providers.

When costs were first examined, a daily rate for room and board expenditures were
RSOSt 2LISR dzaAy3d O2aita AYOdZNNBR o0& @2dziK Ay [ 2
providing outof-home care to the youth in the comparison cohort was calculated, limiting
the cost to the first 365 days of substitute care for those who remained out of the home
longer than one year following the date they qualified for inclusion in the corapargroup.
This limitation was applied to ensure that the same amount of time eligible for review of
costs for the treatment group was applied equally to the comparison group. Those costs
were then used to compute an average daily rate which will contiouge used for the cost
evaluation going forward. With rates subject to change year to year, it is important that a
standard rate be developed and applied to eliminate the impact of rate increases and thus
avoid the inappropriate appearance of waiver cdsésng higher just because of rate
increases.

Using the data from the comparison cohort of youth matched to youth in the first
treatment group, the following daily rates were determined.
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Out of State Residential Care $242.24
In State Residenti@are $147.77
Shelter Care $164.26
Therapeutic/Specialized Care $54.49
Preventive Care $20.51

Those rates were first applied to the number of days youth in the first treatment
cohort were in substitute care, again limiting teealysis to the first year following
enrollment in Safe at Home. The rates were also applied to the number of days youth in the
second treatment and comparison cohorts were in-ofthome placement. As illustrated in
Table 18, the Safe at Home West Virgiimitiative generated a cost savings of over $720,000
in costs for room and board for youth in the first treatment cohort and over $1.2 million for
youth in the second treatment cohort. Overall, West Virginia has realized a cost savings of
slightly more han $2 million in room and board expenditures. The largest savings is the
result of reducing the time youth spend in out of state residential care, followed by a

reduction in instate residential care.

‘ Table 18. Cost of Room and Board Payments

Compari®n Group

Treatment Group

Cohort |

Out of State Residential Car $1,520,061 $859,712
In State Residential Care 1,218,795 1,028,322
Shelter Care 257,073 342,819
Therapeutic/Specialized Car, 14,712 73,942
Preventive Care 26,832 9,683
Totals $3,037,473 $2,314,478
ON~e
Out of State Residential Car $1,178,013 $331,384
In State Residential Care 2,823,589 2,124,194
Shelter Care 470,441 788,941
Therapeutic/Specialized Car, 133,936 82,934
Preventive Care 54,741 52,280
Totals $4,660,720 $3,379,733

Costs for fedor-services (e.g., case management, maintenance, services) were also
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examined to determine if Safe at Home was having a positive impact in reducing

expenditures incurred by West Virginia to meet the needs of youth. With room and board

costs lower for youth in the treatment groups, it is not surprising that other maintenance

costs incurred to care for children removed from the home (e.g., transportation, clothing,

school) are also lower than those incurred by youth in the comparison gr&xp&nditures

F2NJ ahdKSNI ! LIINPGSR tleYSyidaég ogSNB (GKS LINARYI N
treatment youth in Cohort Il in comparison to those in the comparison group.

able 19 OSt O S e e Pa e
O ore O Oup Ead > Oup
ONn~o
Case Management $6,053 $1,218
Assessments 5,028 6,390
Services 45,544 1,184
Maintenance Costs 133,821 85,712
Independent Living 11,256 1,776
Supervised Visitation 1,720 1,864
Other 4,872 5,952
Totals $208,294 $104,096
Ono
Case Maagement $8,856 $2,193
Assessments 17,520 5,056
Services 38,831 7,525
Maintenance Costs 58,200 62,959
Independent Living 24,485 6,572
Supervised Visitation 2,390 560
Other 8,841 21,115
Totals $159,123 $105,980

Contracted costs to provide wraparodiservices were also examined. A cost of $136
per day is paid to wraparound providers to provide assessments, case management and
supervision. Using the number of days youth were enrolled in Safe at Home West Virginia, a
total of just under $13.8 millionds been incurred to provide services to enrolled youth. The
costs equate to an average cost of $39,367 per youth to date.
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Table 20. Cost for Wraparound Services

Days in Wraparound

Cost Per Day Total Wraparound

Care (First 12 Months Costs
Cohort | 30,750 $4,182,000
Cohort Il 70,564 $136 9,596,704
Total 101,314 $13,778,704

Summary of Cost Evaluation Results

The program has generated a cost savings of $2 million in room and board costs and a
savings of over $157,000 for féer-services for treanent youth in Cohorts | and Il. The
most significant portion of these savings can be attributed to the reduced time youth spend
in out-of-state congregate care. As noted above, costs to contract with wraparound service
providers averages $39,367 per youdditionally, a total cost of $13.8 million has been
incurred to provide wraparound services for youth in Cohorts | and Il. However, some of the
costs of wraparound services may be offset if caseworkers are spending less time on Safe at
Home cases sinceraparound facilitators are providing such intensive services for
youth/families. At this point there does not appear to be a reliable way to determine
whether that is the case.
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V. Recommendations & Activities Planned for Next Reportingibd

2530 *xANBAYAIQA 90IEdZd 62NRa wSO2YYSYRIGAZ2Y

Recommendation 1: Increase DHHR staff survegponse rate The DHHR survey
response rate of only seven was alarmingly low. This was in spite of contacting all the
appropriate community service managerstake the survey and forward it to their casework
and supervisory staff. There was also follow up messaging from HZA and a deadline
extension to try to increase the response rate.

Recommendation 2: Further explore how to help youth/families build theiatural
support systemsMost youth/families either did not want to involve natural supports in the
wraparound process or they did not believe they had any natural supports to involve. It
would be beneficial for LCAs to emphasize to youth/families why abupports are
important to help them to build up supports, especially for pastaparound involvement.

Recommendation 3Work with LCAs unable to meet the required timeframes for
assessments and plan&ne LCA fell largely short of meeting all requitieteframes for
assessments and plans, and as a whole, multiple LCAs struggled in meeting the required
timeframe for initial wraparound plans. HZA is currently in the midst of completing fidelity
reviews for each agency which the state plans to use to wodctly with each LCA to come
up with plans for improvement where necessary. The agency reviews followed by the
collaborative work between the State and the LCAs will hopefully lead to better results on
AYAGALE GAYSTFNIYSa e ySEG &eSFNRa FARStEAGE |
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West VirginiaActivities Planned for Next Reporting Period:

West Virginia will work with our evaluator and partners to plan for implementing
recommendations as well as monitoring for any program or process improvements.

All provider @reements will be updated on March 31, 2018 bringing all Local
Coordinating Agencies for all 3 implementation phases into a uniform schedule for provider
agreements.

West Virginia will proceed with facilitation of the Applied Wraparound Training to all
existing Wraparound Facilitators.

West Virginia has developedstrategicwork plan for further training and
development of BCF and Partner staff regardingatieinistrationand use of the WV CANS
and the further development of WV CANS Advance CANStEXPCES) for technical
assistance We are seeing thalVV CANS i@ being administered but margo not yet
understand how to use the results in theatment or case planning procefs youth and
families We have identifiethe continuing need to devep experts that can provide
technical assistance on an ongoing bassir goal is for WV CANS to be completed on all
children withan open child welfare case and that the WV CANS will be used to determine
the appropriateness of a referral to Safe at HoWvest Virginia and assist in guiding the
intensity of servicesPlease refer to the attacheldogic Modeivhich is a fluid with changes
being made as needed

As mentioned previously, West Virginia is working with our partners in Positive
Behavioral SuppoiProgram. They are assisting us with engagement and ongoing trainings in
using the MAPs processMAPg refersto Making Action Plans. The training helps facilitators
understand the MAPs process and details and how to conduct a MAP and integrabesit in
Wraparound PlanWe are hopeful that thes&aining will occur during the next reporting
period.

West Virginia will continue with the combined meetings with Judzgewsell as
community partners.
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